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In many thousands of cases... . 
In more than 3000 hospitals... 


Adrenosem Salicylate is unlike any 
hemostat heretofore available. It has 
been found useful in ahmost every branch 
of medicine and surgery. Case histories 
have been published on.its successful use 
in such procedures and conditions as: 
Tonsillectomy, adenoidectomy and 
nasopharynx surgery 

Prostatic, bladder and transurethral 


surgery 


BRISTOL, TENNESSEE 


ir Nn OSe IM ettectiv 


SALICYLATE 


(brand of carbazochrome salicylate) 


Excessive postpartum bleeding and uter- 
ine bleeding 
Thoracic surgery 
Gastrointestinal bleeding 
Also: Idiopathic purpura 
Retinal hemorrhage 
Familial telangiectasia 
Epistaxis 
_ Hemoptysis 
Hematuria 


in the control of bleeding 


Pulmonary bleeding 
Metrorrhagia and menorrhagia 
Suppliedin ampuls, tablets, and as a syrup. 


Write for comprehensive illustrated brochure describing 
the action and uses of Adrenosem Salicylate. 


*U.S. Pat. 2581850; 
2506294 


THE S. E. MASSENGILL COMPANY 


NEW YORK ° 


KANSAS CITY 
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verybody 
enefits 
rom ths 
tablet a day does the 
other sulfa tablets 
new 
7 
‘ 
long-acting 
sulfa 
that 
cuts dosage 
over 


--a real space-saver... 


Tablets: Each quarter-scored, peach- a single maintenance — 

Bottles of 24, 100 and 1000 tablets. ty 


- $yrup: Each teaspoonful (5 cc.) of 
caramel-flavored syrup contains 250 mg. of 
sulfamethoxypyridazine. Bottles of 4 fl. oz. 


SULFAMETHOXYPYRIDAZINE LEDERLE _ *Reg. U.S. Pat. Off, 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK C Lederte ) 
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Solve resistance problems with 


(Erythromycin Lilly) 


-..in the common bacterial infections 


Most strains of common pathogenic organisms are more 
susceptible to ‘Ilotycin’ than to any other widely used 
broad-spectrum antibiotic. Also, its bactericidal action is 


especially valuable in hospitals, where cross infections 
‘Ilotycin’ is available in 
a wide variety of forms— 
tablets, pediatric suspen- ‘Ilotycin’ therapy are rare; complications such as staphylo- 
sions, drops, otic solu- 
tion, ointments, and I.V. 
ampoules. in the literature. 


pose a particular problem. Allergic reactions following 


coccus enteritis or avitaminosis have not been reported 
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discovered by Abbott Laboratories | 


(Ristocetin, Abbott) 


A new, important antibiotic, SPONTIN, is now being made available—in limited 
supply—to the medical profession: 3 
Discovered and developed by Abbott Laboratories, Spontin proved highly 
-effective—even lifesaving—in clinical trials with patients in whom other anti- 
biotics had failed. 

Because of intricate and technical production problems, only a limited sup- 
ply of SPONTIN is available currently. But, as soon as these problems are solved, 
SPONTIN will be offered to all hospitals. 

For, essentially, SPONTIN is a drug for hospital use—for patients who are 
seriously ill, or even dying, from organisms that have become resistant to -present- 

In its present form SPONTIN is administered intravenously, using the drip 
technique. The required dosage is dissolved in 5°, Dextrose in water and adminis- 
tered in 35 to 40 minutes. : 

You'll find SpoNTIN effective against a wide range of gram-positive coccal 
infections. And especially in those dangerous staphylococcal problems that resist 
other antibiotics. Some of the important therapeutic points include: 


1) successful short-term therapy for acute or subacute endocarditis 

?) new antimicrobial activity—no natural resistance to SPONTIN was found in tests 
involving hundreds of coccal strains 

3) antimicrobial action against which resistance is rare—and extremely difficult to 


mnduce 


4) bactericidal action at effective therapeutic dosages. 


SPONTIN comes as a sterile, lyophilized powder in vials representing 500 mg. 
of ristocetin A activity. While distribution is limited, vour emergeney needs will 


be handled by your Abbott representative, or at the 
nearest Abbott branch. Literature is available on request. bbott 
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hospital association meetings 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1958 Annual Convention—August | 8- 
21; Chicago (Palmer House; Inter- 
national Amphitheatre) 
1959 Annual Convention— August 24- 
27; New York City (Coliseum, Statler 
Hotel) 
1960 Annual Convention—August 29- 
September 1, San Francisco (Civic 
Auditorium) 


(THROUGH NOVEMBER 1958) 


Midyear Conference of Presidents and 
Secretaries —— February 7-8; Chicago 
(Palmer House) 

American Protestant Hospital Association 
—February 11-13; Chicago (Morri- 
son Hotel) 

Catholic Hospital Association—June 21 - 
26; Atlantic City, N. J.. (Dennis Ho- 
tel; Convention Hall) 

National Association of Methodist Hos- 


ma use 
over 3000 


DUAL CONTROLS 


Should the thermostatic 
control fail, the second 
control: automatically 
operates the refrigerator 
within safe limits until 
the thermostat is cor- 
rected. 


JEWETT SAFETY SIGNAL 


This standard equip- 
ment feature sounds an 
alarm should the blood 
temperatures fall or rise 
dangerously. 


RECORDING THERMOMETER 


Available as an added 
feature; gives you a con- 
tinuous, accurate, per- 
manent record of stored 
blood temperatures. 


HE BRAIN] that keeps blood 


Ht Cylindrical Blood Bank 


Ue ime ny 


WRITE DEPARTMENT H 


“SE 
MANUFACTURERS 
OF REFRIGERATORS 
‘OF EVERY TYPE 


FOR INSTITUTIONS 
Since 1849 


ET 


REFRIGERATOR 
COMPANY, INC. 


BUFFALO 13. N.Y. 


pitals and Homes—February 11-13; 
Chicago (Morrison Hotel) 


REGIONAL MEETINGS 
(THROUGH NOVEMBER 1958) 


Association of Western Hospitals—April 
21-24; San Francisco (St. Francis 
Hotel; Civic Auditorium) 

Carolinas-Virginias Hospital Conference 
—April 24-25; Roanoke, Va. (Hotel 
Roanoke) 

Middle Atlantic Hospital Assembly— 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Mid-West Hospital Association—March 
24-26; Kansas City, Mo. (Municipal 
Auditorium) 

New England Hospital Assembly—March 
24-26; Boston (Statler Hotel) 

Southeastern Hospital Conference—May 
14-16; Miami Beach, Fla. (Hotel 
Fontainbleau) 

Tri-State Hospital Assembly—April 28- 
30; Chicago (Palmer House) 

Upper Midwest Hospital Conference— 
May 14-16; Minneapolis (Minneapolis 
Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH MAY 1958) 


Alabama Hospital Association—January 
30-31; Tuscaloosa (Hotel Stafford) 
Arizona Hospital Association—Decem- 
ber 5-6; Phoenix (Hotel Westward 

Ho) 

Georgia Hospital Association—February 
20-21; Columbus (Ralston Hotel) 
Iinois Hospital Association——December 
5-6; Springfield (Abraham Lincoln 

Hotel) 

lowa Hospital Association—Apri! 24- 
25; Des Moines (Savery Hotel) 

Kentucky Hospital Association — Apri! 
15-17; Louisville (Sheraton-Seelbach 
Hotel) 

Louisiana Hospital Association—NMoarch 
20-22; Baton Rouge (Bellemont Mo- 
tor Hotel) 

Massachusetts Hospital Association — 
May 15; Boston (Hotel Statler) 

New Jersey Hospital Association—NMaoay 
21-23; Atlantic City (Convention 
Hall) 

New Mexico Hospital 
March 9-12; Albuquerque, 
Hotel) 

Hospital Association of New York State 
—May 21-23; Atlantic City, N. J 
(Hotel Claridge) 

Ohio Hospital Association—March 
13; Cincinnati (Netherland-Hilton 
Hotel) 

Hospital Association of Pennsylvania— 
May 21-23; Atlantic City, N. J. (Con- 
vention Hall) 

South Carolina Hospital Association— 
April 24-25; Roanoke, Va. (Hotel 
Roanoke) 


(Continued on page 110) 


Association — 
(Hilton 


As soon as determined, notice of your 
annual meeting at which officers are 
elected, should be mailed to the editors 
of HOSPITALS, J.A.H.A., 18 East Division 
Street, Chicago 10, Illinois. 
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CLI N / CAL experience in the 


treatment of respiratory tract infections with 


SIGNEMYCIN 


OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


acute pharyngitis of 

pneumonia bi patients with | \ 
pleurisy | respiratory 

otitis media infections 
bronchitis treated with 

sinusitis Signemycint! 


bronchiectasis 


tonsillitis 

influenza | 
bronchopneumonia , 
pansinusitis patients showed 
laryngitis an excellent 
tracheitis or good response 


ethmoiditis 
streptocoecal pharyngitis 


nasopharyng itis 
tracheobronchitis 
bacterial pneumonia due to 
resistant pneumococci, 
staphylococci, or mixed flora 
viralor nonspecific 
pneumonia not responsive 
to other therapy 
hemolytic Streptococcus 2 1 
lobar pneumonia and with 
viral URI outstanding 
: safety and 
toleration 


References: 1. Case reports in the Pfizer Medical [ncreasing use of Signemycin V and other Signemycin formulations has con- 


Department Files from fifty-three clinicians, and 
the follwing published veporte: Shubin firmed the value of this agent in the armamentarium of the physician treating 


Antibiotic Med. & Clin. Therapy 4:174 (March) ~-antibiotic-susceptible infections, particularly those seen at home or in office 
1957. Carter, C. H., and Maley, M. C.: Antibi- 
oties Annual 1956-1957, New York, Medical En. Where susceptibility testing may not be practicable and where Pfizer 


patients had 
fair response 


follicular lousillitis 

pharyngitis caused by 
resistant staphylococci, 
Streptococcus viridans, 


patients hada 
poor response 


patients had 
no side effects 


cyclopedia, Inc., 1957, p. 51. Winton, S. S., and. immediate institution of the most broadly effective therapy is 
Chesrow, E.: Ibid., p. 55. ‘LaCaille, R. A., and necessary 


a ee a World leader in antibiotic development and production 
*Trademark 
vieedeniil oleandomycin tetracycline PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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A MODEL 
FOR EVERY 
NURSERY 


 SHAMPAINE MULTI-LINE BASSINETS 


® Four basic groups...19 variations include— 
® Single or double storage compartments — 


@ Side or end-opening drawers 


@ Drop-leaf or pull-out shelves 


...In Silverlux, pink, blue enamel or stainless steel 


1920 $. JEFFERSON + ST. LOUIS, MO. 


THE WORLD'S MOST COMPLETE LINE OF NURSERY EQUIPMENT 
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ET TO SURGERY 


DETACHABLE SURGICAL BLADES 


must ‘survive’ a rigid series of progressive 
scientific tests to qualify as suitable for 
surgical use. Those that ‘pass’ are surgi- 
cally perfect and uniformly sharp through- 
out their entire cutting edge. They will re- 
main sharp and useful for longer periods 
... an important factor in economy when 
yearly volume of purchases is considered. 


Specify RACK-PACK® packages in 
ordering gross and half gross quan- 
tities .. . eliminating unwrapping 
—handling—racking of individual 
blades. A time and labor saver for 


the O.R. personnel. | “sth 
Ms arp 


Ask your dealer 


BARD-PARKER COMPANY, INC. 


Danbury Connecticut, U.S.A. a 
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World leader in antibiotic developmepit and production 


ombiotic” 


PENICILLIN AND DiIHyDROSTREPTO- 
MYCIN for antibacterial control in 
peritonitis, mixed infections of the 
urinary tract, selected cases of 
bacterial endocarditis, postopera- 
tive prophylaxis. 


Combiotic Aqueous Suspension (ready to in- 
ject) in-five-dose “drain-clear” (10 cc.) vials, 
100,000 units penicillin G procaine crystalline 
and 0.5 Gm. dihydrostreptomycin sulfate, in 
each 2 cc. dose. Combiotic Aqueous Suspen- 
sion also available in Steraject cartridge. 


One injection 
from 
one vial 


Combiotic P-S (Dry Powder) 1.0 Gm. For- 
mula: 300,000 units penicillin G procaine crys- 
talline, 100,000 units penicillin G potassium 
crystalline, 1.0 Gm. dihydrostreptomycin sul- 
fate, per dose. 0.5 Gm. Formula: same pen- 


® 
tera ect icillin content as above, but with 0.5 Gm. 
| dihydrostreptomycin sulfate per dose. 
single-dose disposable cartridge with sterile needle attached—use and 


dispose — eliminates sterilization, measuring, assembly, breakage. 


Pfizer injectables available in single-dose disposable cartridges: Penicillin G Procaine Crystalline 
in Aqueous Suspension, 300,000, 600,000 and 1,000,000 units. Combiotic Aqueous Suspension, 
400,000 units penicillin G procaine crystalline plus 0.5 Gm. dihydrostreptomycin. Streptomycin 
Sulfate Solution, 1 Gm. Dihydrostreptomycin Sulfate Solution, 1 Gm. (smaller, 22-gauge needle for 
most dosage forms minimizes injection pain) 


Prizer Laporatortes , Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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introducing the authers 


H. W. Maysent and M. P. Coffee Jr. 
outline the results of their study 
on paints and give specific recom- 
mendations and tests for selecting 
paints for hospital use in their arti- 
cle on p. 66. 

Mr. Maysent is assistant director 
and Mr. Coffee is administrative 
assistant at Lankenau Hospital, 
Philadelphia. 

Prior to his Philadelphia ap- 
pointment, Mr. Maysent served as 
administrative resident and ad- 
ministrative assistant at Passavant 
Memorial Hospital, Chicago. 

Mr. Maysent’s professional affili- 
ations include membership in the 
American College of Hospital Ad- 
ministrators and on the board of 
directors of the Philadelphia chap- 
ter of the American Association 
of Hospital Accountants. 

After receiving his B.S. degree 
from the University of Washington, 
Mr. Maysent completed his M.S. de- 


gree in hospital administration at. 


Northwestern University. In 1954 
he was the recipient of the Mal- 


MR. COFFEE 


MR. MAYSENT 


colm T. MacEachern award for 
outstanding achievement in the 
study of hospital administration. 

Mr. Maysent’s coauthor, Mr. 
Coffee, also received his master’s 
degree in hospital administration 
from Northwestern University. He 
did his undergraduate work at 


Pennsylvania State University and 


Yes, | tried the others, then 
I came back to Diacks 


SMITH & UNDERWOOD, Royal Oak, Michigan .. . Sole 


manufacturers of Diack Controls and Inform Controls 


received a B.S. degree in institu- 
tional administration. 

During his studies in hospital 
administration Mr. Coffee was as- 
sociated with Presbyterian-St. 
Luke’s Hospital, Chicago, and also 
served as an informal administra- 


tive resident at Barnert Memorial 


Hospital, Paterson, N. J. 

_ Prior to attending Northwestern, 
Mr. Coffee served as a member of 
the food and housing committee of 
the United States Olympic Associa- 
tion and as a U. S. delegate in that 
capacity to the II Pan-American 
Games in Mexico. 

Mr. Coffee was recently named 
recipient of the American College 
of Hospital Administrators Post- 
graduate Scholarship Award for 
1957-58. He is currently complet- 
ing the second year of a postgradu- 
ate development program under 
Raymond F. Hosford, director of 
Lankenau Hospital. 


Richard D. Vanderwarker in his arti- 
cle, “The Art of Decision Making”, 
on p. 36 mescribes techniques for 
‘making the role 
of the decision 
make less ardu- 
ous and outlines 
the aspects of 
‘this manage- 
ment function 
that are unique 
to hospital ad- 
ministration. 
For the past 
MR. VANDERWARKER five years Mr. 
Vanderwarker 
has served as vice president and 
general manager of the Memorial 
Center for Cancer and Allied Di- 


~seases, New York City. Prior to 


his New York appointment, Mr. 
Vanderwarker was director of 
Passavant Memorial — Chi- 
cago, for three years. 

A graduate of the Northwestern 
University course in hospital ad- 
ministration, Mr. Vanderwarker 
also served as lecturer and associ- 
ate director of the program from 
1950-52. He is a recipient of the 
Malcolm T. MacEachern Award for 
exceptional achievement in _ the 
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Identification Band Attaches So Quichly...So Easily 


.. ADJUST THE STRAP...AND SNAP! 


| 

>> | 

Dd | 

Wie 

so al NEW! 

Aren 

all-patient | 

Identification 


@ Revolutionary one-piece design @ Card holds all information recom- 
of white, non-toxic plastic mended by American Hospital Assn. 
@ No tools or small parts to handle e Adult cards in white: children’s 
e Aren band is strong, supple and in pink, blue, and white 
simple apply @ Tamper-proof snap defies removal 
®@ Clear “picture-window” card holder by patient . a 


SEND FOR FREE SAMPLES NOW 
WILL ROSS, INC., Milwaukee 12, Wisconsin, Dept. 87. 


Please send me free samples, descriptive literature and price lists on the 
new Aren Identification Reads 


Atianta 3; Georgia « Coheoes, New York + Dailae 7, Texas + Minneapolis, Minn. 


Manufacturers and Distributers of Mespital and 
Sanatorium Equipment and Supplies Since 1914 
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study of hospital administration. 

Active in national and state hos- 
pital association activities, Mr. 
Vanderwarker is currently chair- 
man of the American Hospital As- 
sociation Committee on Use of 
Radioisotopes in Hospitals and a 
governor of the Greater New York 
Hospital Association. 

He formerly served as a member 
of the AHA’s Council on Adminis- 
trative Practice. 

He is also the AHA representa- 
tive to the Inter-Industry Commit- 
tee of the American Hotel Associa- 


tion. Prior to entering the hospital 
field, Mr. Vanderwarker was en- 
gaged in hotel administration, fol- 
lowing completion of his under- 
graduate work in that field at 
Cornell University. 

Mr. Vanderwarker is a fellow of 
the American College of Hospital 
Administrators and a member of 
the American Management Associ- 
ation. He also holds membership in 
the Hospital Society and the Hos- 
pital Administrators Club, both of 
New York City. He is also a mem- 
ber of the advisory committee of 


plest of all. 


for the patient. 


Write for descriptive folder. 
WILMOT CASTLE COMPANY 


A Simpler, Safer Technique 


Simplicity is the foundation of safe, sterile tech- 
nique. And Castle’s Thermatic System® is the sim- 


Through automation, a single master switch 
controls the complete sterile cycle, regardless of 
load or desired exposure. The operator sets the 
control, closes the safety door and the Thermatic 
System does the rest. It’s that simple! 

Thermatic processing is sterilization without the 
possibility of error, and that means greater safety 


a 


1702K East Henrietta Road « Rochester, N. Y. 


the Sloan Institute of Hospital Ad- 
ministration. 


Bill L. Hamilton reports the proce- 
dures used in the Houston, Tex., 
polio inoculation program in his 
article on p. 60. 
Mr. Hamilton 
was assistant 
director of the 
program and 
administrative 
assistant at 
Methodist Hos- 
pital, Houston, 
when the pro- 
gram-was put 
into operation. 

Last June Mr. 
Hamilton was appointed assistant 
administrator of All Saints Epis- 
copal Hospital, Fort Worth, Tex. 

A graduate of the Washington 
University program in hospital ad- 
ministration, Mr. Hamilton served 
his administrative residency at 
Methodist Hospital, Houston, Tex. 
He completed his undergraduate 
work in biology at Texas Christian | 
University. 

Mr. Hamilton served as a spe- 
cial-aptitudes yeoman in the U.S. 
Navy from June 1946 to March 
1948. 

A nominee in the American Col- 
lege of Hospital Administrators, 
Mr. Hamilton is a member of the 
Texas Hospital Association, Fort 
Worth Area Round-up Council, 
and the Houston Area Hospital 
Council. During 1955 and 1956 he 
served as -the coordinator for hos- 
pitals of the United Fund, Houston 
and Harris County. | 


MR. HAMILTON 


IN CASE YOU WONDERED 
On page 12 of the November 16 


issue we inadvertently switched the 


MR. METZGER DR. MOONEY 


captions under the pictures of. Dr. 
Frazer D. Mooney and Carl M. Metzger. 

So that you can place the right name 
with the right face, we are again in- 
cluding their pictures, this time (we 
hope) with the correct identifications. 
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AUDIO 


to your present 


~ of corridor domelights 


He's expected 
shortly, 
Mrs. Jones 


| Executone’s DEPENDABLE Audio-Visual 
: Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 


system, Executone frequently uses existing conduits or Just off the press! 
raceways—providing you with a modern Audio-Visual eae 
Nurse Call System! All accomplished with no interruption | Better 
of service during installation! ° a 
Patient Care 
Many hospitals—old and new—are discovering the econo- ae eS 
my and efficiency of Executone’s Audio-Visual system. How Execuiae commer 
tions help hospitals improve - 
More patients are handled with less effort, in less time: patient care and make maxi- 
One hospital reports that Executone has reduced operating mum use of nursing time and 
costs 8% per bed. /t is an invaluable aid in relieving the Inclades 
time and motion studies of 
nurse shortage. Executone Audio-Visual Nurse 
Call Systems made by the Surgeon Generals’ offices of the 
By the patient Army and Air Force. Also described and illustrated 
three locations—c are Doctors’ Paging Systems, Bedside Radio-Sound Systems, 
ridor domelight, buzzer and light om duty stations. The nurse Departmental Administrative Systems. Send in the coupon 
presses key to reply . . . Executone’s Call System may be in- below for your complimentary copy. 


stalled complete, added to existing domelight systems, or in- 
stalled without domelights. 


EXECUTONE, INC., Dept. E-4, 415 Lexington Ave., New York 17, N.Y. 


Without obligation, please send me a complimentary copy of “‘Better 
Patient Care.’ 
Name Title 

State 
e In Canada: 331 Bartlett Avenue, Toronto 
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BASIC TO BETTER 
PATIENT CARE 


As fundamental to patient care and safety 

as taking a pulse count, Hard’s new ElectroMatic 
Bed 1496PG makes the convenience of nurse-saving 
automation a reality. Just flick 


Available separately or with these Hard Room Groups 


it, 


NEW HARD ELECTROMATIC BED 1496PG 


D-H POWER UNIT 
FOR AUTOMATIC 
-GATCH OPERATION 
IS OPTIONAL 


a switch and the entire spring moves 

smoothly and silently to any desired height, with 
the added safety of limit switches to cut off the 
motor at peak high or low. 


Is] 


Granada Group Sutton Group 7 Omega Group 


Ask Your Hospital Supply Dealer or Write 


HARD MANUFACTURING 
COMPANY 


117 TONAWANDA. STREET 
NEW YORK 


RD Makes 350 Quality | 
Hospital Products 


All are built for: 
@ Patient Comfort and 


Nursing Convenience 


e Less Maintenance 
@ Life-Long Service 
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) HOSPITAL ADMISSION RATES STEADY 
DESPITE ASIAN INFLUENZA—Most hos- 
pitals replying to a nation-wide 
survey of hospitals by the:Ameri- 
can Hospital Association reported 
that their admission rates were un- 
affected by the high incidence of 
Asian influenza. 

More than 50 of the 62 hospitals 
replying to the survey stated that 
no pressure was brought to admit 
uncomplicated cases of Asian in- 
fluenza. | 

Almost half of the reporting hos- 
pitals stated that their Asian in- 
fluenza cases had been complicated 
by respiratory infections, prima- 
rily pneumonia. | 

Approximately three out of four 
hospitals reporting stated that ab- 
senteeism among their staffs due 
to flu was negligible. Details p. 102. 


. ASIAN INFLUENZA INCIDENCE HIGH IN 
GEORGIA—A check of several small 
hospitals in Georgia by the Geor- 
gia Hospital Association has indi- 
cated that hospitals’ admission 


rates are approximately 20 per 


cent above the normal level for 


- this time of year because of ‘‘com- 


plicated respiratory - infections”’ 
primarily due to Asian. influenza. 
GHA Executive Secretary Glenn 
M. Hogan reported that the Fulton 
County (Atlanta) Medical Society 
has termed the Asian flu and re- 
spiratory infection situation there 
“epidemic.” Details p. 104. 


| PHILL-BURTON RE-EXAMINATION 


SOUGHT BY DR. BURNEY—Dr. Leroy E. 
Burney, surgeon general of the 
Public Health Service, has urged 
a re-examination of the Hill-Bur- 
ton hospital construction program 
before recommendations for con- 
tinuation of the program are made. 

Dr. Burney spoke before a meet- 
ing of the Association of State and 
Territorial Health Officers. Details 
p. 100. 


REPORT FROM WASHINGTON—Next 
year’s federal health program is 
still being discussed privately at 
the Bureau of the Budget and other 
government agencies concerned. A 
growing number of federal officers, 


however, have injected a note of 
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a digest of NEWS 


caution against hopes that there 
will be any radical increases in 
health legislation. Details p. 99. 

@ The Federal Civil Defense 
Administration has been reorgan- 
ized, putting health and medical 
operations on a_ decentralized 
basis. Details p. 99. 

@ Asian influenza vaccine dis- 
tribution on a voluntary state-by- 
state allocation basis ended Nov. 
8. Details p. 99. 


> IDAHO NAMES FULL-TIME SECRETARY 
—Jon A. Ogden has been ap- 
pointed the first full-time execu- 
tive secretary of 
the Idaho Hos- 
pital _Associa- 
tion. He was 
formerly em- 
ployed by sev- 
eral large in- 
dustrial and 


firms in a per- 
sonnel adminis- 


MR. OGDEN 


public relations 


capacity. 


Mr. Ogden is a graduate of the 
University of Louisville (Ky.) and 
holds a degree in industrial psy- 
chology. 

The association’s new address is 
P. O. Box 1619, Boise, Idaho. 


> CHANGES IN OBSTETRICAL CARE PRE- 


DICTED AT PUBLIC HEALTH MEETING— 
Tomorrow’s obstetricians will turn 
over the delivery of babies to 
specially trained nurse-midwives 
and devote most. of their time to 
problems relating to prenatal and 
postnatal care. 

So predicted Dr. John Whit- 
ridge Jr., Maryland State De- 
partment of Health, at the 85th 
annual convention of the Ameri- 
can Public Health Association 


construction 


tration and: 


which met in Cleveland, Nov. 11- 
15. 

“Certified nurse-midwives,” Dr. 
Whitridge said, “would be quite 
competent to perform normal de- 
liveries and to work on the ob- 
stetrical team in such a way as to 
relieve new high-powered ob- 
stetricians of chores that do not 
really require their advanced 
skills.” | 

Under this system, Dr. Whit- 
ridge continued, the obstetrician 
would deal primarily with psy- 
chological, sociological, and physi- 
cal problems attendant to child- 
birth. He would also do more 
research into the causes underlying 
retardation and malformation 
among the newborn, Dr. Whitridge 
said. 

Hospitals, he said, will have to 
face up to the need for more ob- 
stetrical beds, particularly for 
women with prenatal complica- 
tions requiring prolonged hospi- 
talization. 

Two attorneys charged organ- 
ized medicine with seeking to 
“destroy” union medical service 
programs “through boycotts of the 
plans and disciplinary action 
against participating doctors.” 

The lawyers, Walton Hamilton 
and Horace Hansen, addressed a 
session of the Association of Labor 
Health Administrators which held 
its meetings concurrently with 
APHA. | 

They warned that organized 
medicine must withdraw its “ar- 
rogant, arbitrary restrictions” 
against physicians cooperating in 
the programs of union-sponsored 
health centers or else face the 
strong possibility of “vigorous ac- 
tion in the courts.” 

Dr. Thomas Parran, who headed 
a United States medical mission to 


Worth Quoting 


“, . . The next two or three decades will contain great adventure, 
great excitement, great challenge and great responsibility for those 
who choose to invest their minds and their hearts, under the label of 
either public health or behavioral science, in the human and human- 
istic advancement of the human enterprise . . . °—Fillmore H. Sanford. 
Ph.D., associate director, Joint Commission on Mental Illness, at public 
health seminar, University of Pittsburgh, May 10, 1957. 
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Russia last summer, reported to 
APHA that Russia has approxi- 
mately the same ratios of hospital 
beds and doctors to its population 
as the United States, but it has 
five-year programs to increase its 
supply of hospital beds by 340,000 
and to train 16,000 physicians. 
Russian medical school education 
is free, Dr. Parran said. 

The new executive secretary of 
APHA is Dr. Berwyn F. Mattison, 
former head of the Pennsylvania 
Department of Health. 


Roy J. Morton was elected 


president of the organization. Mr. 
Morton is associate leader of the 
waste disposal research and engi- 
neering section, Oak Ridge (Tenn.) 


National Laboratory. Dr. Leona 


Baumgartner, New York City De- 
partment of Health commissioner, 
was named president-elect. 


NEW RADIATION TECHNIQUES 


PLORED BY RADIOLOGICAL SOCIETY— 
An Oak Ridge, Tenn., physician re- 
ported to the 43rd annual meeting 
of the Radiological Society of 
North America on his research 


Vaccine 


is the FIRST 


preventive step. 


NOW \environmental disinfection 


is imperative. 


When the Asian Flu Virus hits the 
hospital, its spread will be rapid and 
relentless. Disinfection of patient rooms 


and public areas is positive action 
the hospital should take to control — 
spread of Asian Influenza. 


Amphyl*, O-syl®, and Lysol® kill the 
Asian Flu Virus. These wide spectrum 
Lehn & Fink disinfectants also 

kill infectious organisms which 

cause feared secondary complications 


of Asian Influenza. 


If you would like definite suggestions for 
disinfection procedures, please write: 


Lehn & Fink 


PRODUCTS CORPORATION 


Professional 


DIVISION 


445 PARK AVENUE, NEW YORK 22, N.Y. 
SPECIALISTS IN ENVIRONMENTAL ASEPSIS 


Oru. REG 


seeking to find ways of reducing 
stray radiation to patients’ repro- 
ductive organs. RSNA met in Chi- 
cago, Nov. 17-22. 

The doctor, radiologist T. A. Lin- 
coln, said that in taking x-rays a 
long cone of smallest possible di- 
ameter should be used so that 
scatter and stray radiation will be 
as limited as possible. 

Dr. Lincoln said that x-ray 
equipment should have adequate 
filtration and use the highest kilo- 
voltage possible, the briefest ex- 
posure time practicable, and the 
fastest film available so that radi- 
ation exposure will be reduced. 

Dr. Lincoln and a team of four 
Denver researchers delivered sepa- 
rate statements to the effect that 
more research into the amount of 
radiation given to individuals is 


necessary before doses for entire 


populations can be computed. 
The Denver group stated that 
further work is needed on im- 
provement of instrumentation, on 
determining radiation § tolerance 
levels for children, on determining 
how much variation there is be- 
tween one radiation exposure and 
another, and in other types of 
examinations not covered by their 
study, such as dental x-rays. 
Milwaukee researcher John E. 
Jacobs said that faster x-ray film, 
safer and more leak-proof equip- 
ment, image intensification, and 
motion picture x-rays can all be 
utilized to reduce exposure of the 
patient. Each improvement, how- 
ever, Mr. Jacobs said, means less 
detail on the x-ray film and 
eventually an irreducible mini- 
mum will be reached. Mr. Jacobs 
said that radiologists must learn 
to get along with less detail on the 
film. | 
Members of a panel on pediatric 
radiology heard a report from Dr. 
John Kirkpatrick on a fluoroscopic 
image 1600 times brighter than 
that obtained with conventional 
x-ray equipment. He said that this 
permits significantly lower ex- 
posure to pediatric patients and is 
a major radiological advance. 
Dr.. Kirkpatrick said the new 
fluoroscopic device has been in 
operation under his supervision for 
a year. He said that the new equip- 
ment is used in a lighted room so 
the radiologist does not have to 
become dark adapted and the 
children are more cooperative. 
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recommends ‘letrex 
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NOW...for the first time in tetracycline history! 


TETRACYCLINE PHOSPHATE COMPLEX 


LABORATORIES INC 
SYRACUSE. NEW YORK 


~ 
P 
| 
3 
| 
| 
4 
U.S PAT NO 2 791 609 
ML” 


24-hour blood levels 


on a SINGLE intramuscular dose, 
in minimal injection volume 


This achievement is made possible by the unique solubility of TETREX (tetracycline 
phosphate complex ), which permits more antibiotic to be incorporated in less volume 
of diluent. Clinical studies have shown that injections are well tolerated, with no more 
pain on injection than with previous, less concentrated formulations. 


TETREX Intramuscular ‘250’ can be reconstituted for injection by adding 1.6 cc. of 
sterile distilled water or normal saline, to make a total injection volume of 2.0 cc. 
When the entire 250 mg. are to be injected, and minimal volume is desired, as little as 
1.0-cc. of diluent need be used. (Full instructions for administration and dosage for 
adults and children, accompany packaged vial. ) 


Each one-dose vial of TETREX Intramuscular ‘250’ contains: 
TETREX (tetracycline phosphate complex) (tetracycline HCl activity).......... 250 mg. 
. Xylecaine* hydrochloride 40 mg. 


plus ascorbic acid 300 mg. and magnesium chloride 46 mg. as buffering agents. 
*® of Astra Pharm. Prod. Inc. for lidocaine 


SUPPLY: Single-dose vials containing TETREX — tetracycline phosphate complex — each 
equivalent to 250 mg. tetracycline HCI activity. Also available in 100-mg. single-dose vials. 


XYLOCAINE 


| 
BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 


clinical consideration recommends 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


Sica faster, more certain control of infection 


° A single, pure drug (not a mixture) 


e High tetracycline blood levels 


Clinically “‘sodium-free”’ 


e Equally effective, b.i.d. or q.i.d. 


e Exceptionally free from adverse reactions 


e Dosage forms for every therapeutic need 


NC., 


SYRACUSE, NEW YORK 
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Since 1860 


KOENIG DRESSING AND SUPPLY CARRIAGE 


TAKE COMPLETE DRESSING SERVICE 
TO THE PATIENT’S BEDSIDE 


LARGE CAPACITY + FEATHER-TOUCH MOBILITY 


a. s- aloe company 
World’s Foremost Hospital Supplier 
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PULLY- 
STOCKED 
DIVISIONS 
COAST-TO- 
COAST 


Now, everything you need for complete bedside 
dressing service ...in a compact, full-capacity, 
noiseless mobile unit. Rolls at a touch on recessed 
wheels which give complete foot clearance and 
protection against knocking casters out of line by - 
bumping. It’s lightweight, durable, easily cleaned 
and non-corrosive, because it is constructed of 
strong, square-tube aluminum with stainless steel 
working surfaces. This finest of mobile dressing 
carriages may be obtained complete with 

dressing jars, medication bottles. 


The Koenig Dressing and Supply Carriage is — 
part of outstanding Aloe Alumiline . . . equipment 
designed in close cooperation with experienced 
hospital personnel to meet the exact needs of 
modern hospitals. In surgery, nursery, delivery 
room, nurses’ stations and general nursing service, 
Alumiline has proved itself in hundreds of 
hospitals across the nation. 


GET THE COMPLETE ALUMILINE STORY 
Mail coupon now for brochure that illustrates 
and describes the Koenig Dressing and Supply 


Carriage and other Alumiline Hospital Equipment. 


A. S. ALOE COMPANY, 1831 Olive St., St. Lovis 3, Mo. 
Dept. 101 


| would like to receive complete information on: 


[-] Koenig Dressing and Supply Carriage; 
Alumiline Brochure. 


Nome Title 
Address 
City Zone State 
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Up to 760 lbs. per hour on both large and small flatwork. 

The simple addition of these few pieces of American equipment 
converts your single 8-roll ironer into a high-production flatwork 
finishing system. Arrangement can be adapted to suit your — 
individual floor space requirements. 


34” x 72” Rotaire Tumbler, with 800 lb. per 
hour dry weight capacity, is job rated to keep 8-roll 
ironer working at top production. Automatically deliv- 
ers a continuous flow of warm, properly conditioned 
flatwork—both large and small pieces. Eliminates slow, 
costly manual shake-out. 


The American Laundry Machinery Company °- Cincinnati 12, Ohio 
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Mechanized flatwork 
now reality 
for one-ironer plants! 


for fast, easy feeding. Each piece can be quickly 


Sager Spreader handles over 700 sheets, spreads 
or similar large pieces per hour. Enables one girl to de- 
liver more sheets per hour to ironer feeders than three 
or four hand shakers. Opens up and smooths pieces 


inspected as it travels in full view through Spreader. 
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Operator B 
No.2 FW 


Wn 


72" 
7, ROTAIRE TUMBLER 


Operator 
No. 3 


Operator 


TYPICAL ARRANGEMENT FOR ONE-IRONER PLANT 
No. 1 


SS 


SS 


8-ROLL IRONER 


WMA 


WS 


Note: Operator #2 moves to Folder (from Sager Spreader} while small pieces are run. 


Five operators are all you need. Here's how 
a typical -one-ironer set-up works. Operator #1 takes 
extracted work, separates large and small pieces. Feeds 
large pieces into 34” x 72” Rotaire Tumbler which 
conditions work. Small pieces are then conditioned in 
same way. Tumbler automatically delivers work to con- 
veyor. Operator #2 removes large pieces from conveyor, 
feeds them into Sager Spreader. Small pieces are al- 
lowed to travel on to another conveyor which delivers 


Trumatic Folder automatically quarter-folds 
sheets, bed spreads, table cloths and smaller flatwork 
directly from the ironer, at highest ironing speeds. 
No slowing down for hand folders to keep up. Auto- 
matic measuring device assures every folded piece 
will have neat, even edges. Automatically transfers 


You can expect more from 


them directly to feeders at ironer. Operators #3 and #4 
feed all work into ironer. Operator #5 receives, cross- 
folds and stacks all finished pieces from Trumatic 
Folder. On small pieces, Operator #2 shifts her position 
to assist Operator #5. 

Your American Representative is fully qualified to assist 
you in planning a mechanized flatwork production set- 
up for either the single-ironer plant or for larger instal- 
lations. Call, or write today for complete information. 


back and forth from single to two-lane operation. 
Normally requires only one operator for cross-fold- 
ing and stacking large flatwork, two operators for 
small pieces. Independently driven, the Trumatic 
Folder can be furnished for 110” or 120” chest-type 
or eylinder-type flatwork ironers. 
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develops 


new surgical glove 
that reduces hand 
atigue, fits comfortably 
without 


“Surgiderm” is first glove to have ideal 
combination of comfort, sensitivity, strength 


A new rubber glove, just developed by 
B.F.Goodrich, is so much more com- 
fortable than other surgical gloves that 
it has to be tried to be believed. It’s 
softer, more pliable. It fits easily, snugly; 
doesn’t bind the hand or restrict the 
freedom of the fingers. The difference 
is so obvious you can feel it just 
by putting this new B.F.Goodrich 
“Surgiderm” glove on one hand and 
comparing it with any other glove on 
your other hand. 

It's the use of a newly-developed 
rubber compound that makes possible 
—for the first time—this ideal combi- 
nation of comfort, sensitivity, and 
strength in one glove. 


Less tiring to the hands 


Comparison tests prove that the B.F. 
Goodrich “‘Surgiderm”’ glove is 30 to 
50 per cent softer than any regular rub- 
ber surgeons’ glove, including the 
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brown cement type. Because it’s softer 
and more flexible, it takes 25 to 30% 
less force to flex the fingers and hand, a 
tremendous factor in reducing fatigue. 


_ More sensitive touch 


The new glove is extremely sensitive to 
the touch, responsive to even the slight- 
est movement of the fingers. It is tissue 
thin, and uniformly thin—no heavy 
ends at the fingertips. 


Stronger, longer lasting 


Despite its softness and thinness, this 
B.F.Goodrich glove is strong to start 
with and stays strong even after many 


-sterilizations. It is 36% stronger than a 


brown cement type glove before use, 
67% stronger after ten sterilizations. 
What's more, it keeps its elasticity, can 


be stored for months with no danger 


of deterioration. 


Have this test made 


Ask a surgeon on your staff to make a 
comparison test during an operation. 
Have him wear a ‘‘Surgiderm”’ glove 
on one hand, any other brand glove 
on his other hand. We think he’ll be 
convinced that this new glove is the 
most comfortable he’s ever worn. 


Where to buy 


The new B. F.Goodrich gloves are made 
in sizes from 6 to 10, have rolled wrists 
which fit snugly over the gown, are 
brown in color. They're sold by hos- 
pital supply houses and surgical dealers 
everywhere. Hospital and Surgical Sup- 
plies Dept., B.F.Goodrich Industrial 
Products Co., Akron 18, Ohio. 


B.EGoodrich 


SURGEONS’ GLOVES 
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ELECTRON 
STERILIZED 
CATGUT 


stronger—with added safety sealed in 


This is the symbol of suture sterilization by electron 
beam -» —an exclusive process developed by 
ETHICON. It guarantees optimum strength, safety 
and pliability of Ethicon Surgical Gut. Soon you will 
see this symbol -- ‘on packages of Ethicon Surgical 


Gut. It assures you that Ethicon Surgical Gut, | 

sterilized by electron beam, 

- 10 to 16% stronger than ordinary surgical gut. a 

« more pliable and easier to handle than ordinary ae 
surgical gut. 

- electronically sterilized after the package is sealed, 


eliminating danger of recontamination. 


ETHICON 
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INJECTED INTRAM | | LARLY Chymar 


CHYMAR, a suspension of chymotrypsin in oil, is preventive as 

well as therapeutic. Reduces and Prevents inflammation from any 

cause, traumatic and infectious edema, pain from inflammation and 

swelling ... Hastens absorption of blood and lymph effusions... 

Restores circulation ... Promotes healing ... Augments action 
of antibiotics . .. Has no known contraindications or incompatibilities. 


> 


Dosage: Inject 0.5 cc. to 1.0 cc. of 
Chymar intramuscularly 1 to 3 times 
daily until clinical improvement is ob- 
tained. Supplied in 5 cc. vials. Each 
cc. contains 5000 units of proteolytic 
activity. 
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THE ARMOUR LABORATORIES . 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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Readers question readers 


TO THE EDITOR 
Dear Sir: 

On page 88 of your June 1, 1957 
issue, you quoted Mr. John R. 
Mannix as saying, “Sixty-six of 
the 86 Blue Cross Plans in the 
United States give some kind of 
mental health benefits at pres- 

Subsequently, you published a 
letter to the editor (Aug. 1, 1957, 
page 26) from Mr. Robert M. 
Krumm, calling attention to the 
fact that Dr. Eugene N. Boudreau 
stated in an article in Medical 
Economics (June 1957, page 18) 
that “Of the 85 Blue Cross Plans 
in the United States and Canada, 
only 5 give full coverage of mental 
and emotional illness. Partial cov- 
erage (usually only token bene- 
fits) is provided by 45 plans; and 
35 plans give no coverage...” 

Another presentation of facts 
bearing on this subject was made 
by Louis S. Reed, Ph.D., at a ses- 
sion on health insurance plans and 
psychiatric illness at the annual 
meeting of the American Psychi- 
atric Association in Chicago on 
May 14, 1957. Mr. Reed stated that 
. . approximately 30 per cent 
of the plans provide for mental 
cases in general hospitals the same 
coverage as is provided for gen- 
eral illness; the remainder provide 
less or no coverage. In general hos- 
pitals, 18 of the 80 plans (in the 
U.S.) provide no coverage of men- 
tal and nervous cases whatever.” 

As can readily be seen from 
these somewhat divergent anal- 
yses, marty persons in the health 
field are concerned with the de- 
velopment of prepaid hospital in- 
surance in the area of mental 
health. 

It seems to me that the Blue 
Cross Commission could go beyond 
the single stage of publishing a 
Blue Cross Guide and provide the 
health field with vital comparative 
studies of premium structure, 
benefits and utilization experience 
among all of the Blue Cross pro- 
grams, so that the many indi- 
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viduals interested in evaluating 
such health insurance would have 
ready access to the facts. 

Since the Blue Cross concept is 
based upon community, rather 
than proprietary interest, there 
should be no hesitancy to share 
this information.—DANIEL L. 
DROSNESS, assistant professor in 
hospital and medical administra- 
tion, University of Pittsburgh 
Graduate School of Public Health, 
Pittsburgh, Pa. 


Well deserved, Mr. Hayes 


TO THE EDITOR | 
Dear Sir: 

It has come to our attention that 
the American Hospital Associa- 
tion has honored John H. Hayes 
with its 1957 Distinguished Serv- 
ice Award. 

Our faculty would first like to 
congratulate the American Hospi- 
tal Association for its selection of 
the person to be honored, since 
he has labored so valiently in the. 
recruitment of students into nurs- 


ing. Through his untiring effort, ~ 


he has made a tremendous con- 
tribution to improved hospital 
services, for without this effort, 
the distance between demand for 
nurses and the numbers prepared 
each year on all levels of need 
would be hazardously great. 
Secondly, we would like to ex- 
press our appreciation to Mr. 
Hayes for his deep concern with 
the problem of increasing demand 
for nurse power and the problems 
this creates. Out of his experience, 
he has been able to interpret, to 
many groups, ways in which nurse 
power might be conserved and, 
therefore, used more wisely. The 
man-power shortage in other pro- 


EDITOR’S NOTE 

By an oversight, the guest edi- 
torial which appeared in the No- 
vember I issue did not carry the 
author’s name. The editorial was 
written by Jack Masur, M.D.., as- 
sistant surgeon general, and di- 
rector, clinical center, National 
Institutes of Health, Bethesda, 
Md. The editors regret the omis- 
sion. 


fesstonal groups has already caused 
them to investigate the ways in 
which utilization of nurses on all 
levels of preparation is contribut- 
ing to improved services with the. 
quantity available. 

The recruitment program has 
definitely brought more students 
to the field of nursing. Mr. Hayes’ 
knowledge and experience in 
working with a variety of publics 
and in using a variety of com- 
munication media to reach them 
have made a rich contribution to 


the recruitment effort. 


As a faculty concerned with the 
end product of nursing education, 
namely, adequate and satisfactory 
nursing services to people, we 
would like the privilege of paying 
tribute to Mr. Hayes for his tre- 
mendous contribution to this end. 
—MARIE FARRELL, dean, Boston 
University School of Nursing, Bos- 
ton. 


Head size is most important 


TO THE EDITOR 
Dear Sir: 

I believe that the following 
statement on page 74 of the Sep- 
tember 1 Journal is a dangerous 
one: “It should be impossible to 
open windows more than nine 
inches at the bottom in upstairs. 
wards, staircases and corridors.”’ 
This statement implies that win- 
dows opening only this amount 
will not permit a patient to com- 
mit suicide by forcing himself 
through the opening. 

Through sad experience at 
an eastern hospital, it was learned 
that the governing dimension is the 
biparietal diameter of the human 
head. This is the distance from ear 
to ear. A person whose head will 
pass through a window opening of 
this dimension will, in almost all 
instances, be able through rotation 
to get the rest of his body out. 

I believe that this caution should 
be brought to the attention of the 
readership.—SARAH HARDWICKE 
KNUTTI, M.D., associate clinical di- 
rector, Miners’ Memorial Hospital 
Association, Washington, D. C. 
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Service for the unit will, wherever facilities 
permit, become the responsibility of DOYLE 
and its factory engineers. Installation will be 
made by hospital maintenance men guided by 
easy-to-follow printed instructions. For hos- 
pital trial purposes factory installation is 
available. 


foot movement controlled separately, with 
positive movement up or down smoothly 
and safely. It eliminates the tiresome and 
time-consuming necessity of manually crank- 
ing the bed. 


WHO MAKES 


The DOYLE POWER UNIT is distributed 
¢ by DOYLE HOSPITAL PRODUCTS CoO., 
only recently organized to help meet the 
need for automation in hospitals. The Detroit 
Harvester Co., maker of this unit, has been 
associated with the successful manufacturing 


The DOYLE POWER UNIT, a truly 
‘“‘patient-ready”’ product, makes possible for 
the first time HYDRAULICALLY- 
OPERATED automatic hospital beds. 
Electrically-operated and mechanically- 
perfected, this touch-controlled ‘brain’ can 
be adapted to fit any standard hospital spring. 


WHAT DOES IT DO? 


The DOYLE POWER UNIT enables 
patient or nurse to control and adjust the 


hospital bed automatically by merely push- 
ing a button. This results in both head and 


and marketing of such allied power products 
as convertible top assemblies for automobiles. 


In Atlantic City, many bf the nation’s leading hospital 
irecrors ic 
Aha directors and medical\ m iewed a 
P Pp O A i i 
& automation in hospitaljbeds. At 
the DOYLE HOSPITAL FROD 
ootn, ft 
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WHAT WILL IT DO FOR 


American Hospital Association 


study reveals that 66c out of every 
dollar the average hospital spends goes to 
labor costs. To quote Mr. William Caple of 
Parkview Memorial Hospital, Ft. Wayne, 
Indiana: ‘Our time studies indicated that 10 
full-time nurses would be required to give 200 


patients all of the bed adjustments that they 


would desire in a 24 hour period.’”’ The Doyle 
Power Unit makes it possible to return the 
cost of your initial investment for its Services 
within a very short time. | 3 


Because it is the first hydraulically- 
operated automatic bed, a mere touch of a 
button, and the patient can maneuver the bed 
into the desired position without having to 


YOUR HOSPITAL? 


call a nurse. The DOYLE POWER UNIT 
is especially unique because it can be oper- 
ated from any position by left or right- 
handed patients. 


The need for automation in hospital serv- 


ices today is only too apparent. Over 60% 


of our hospitals are planning a refurbishing 
program within the next 3 years. In the 
beginning perhaps only the better rooms in 
your hospital will have this Doyle hydraulic 
bed unit. We urge you to introduce a limited 
number of DOYLE POWER UNITS in 
your hospital on a trial basis. In this manner 
such hospitals as Detroit’s Henry Ford and 
Grace have proved to themselves the merit 


of the DOYLE POWER UNIT. 


GRACE HOSPITAL, DETROIT 


HENRY FORD HOSPITAL, DETROIT 


These two Detroit hospitals have recently tested the Doyle Power Unit with great success. 


4 > 
P T dugh its paces 
OWER UNIT quietly hummed thrdug . a 
ovi hat it could do in dollar$ saved and in 
‘ 
garnering patient satisfaction. ge 
‘ 
j 
3 


INSTALLATION and SERVICE 


S ervice for the unit will become the responsibility of Doyle 


and its factory engineers*. You will receive a one-year written 
guarantee on the operation of the unit. Installation may be easily 
. made by your maintenance men with Doyle’s assembly instruction 


sheet. For trial purposes, factory installation is available. 
a 2 Doyle offers you this unit mechanically perfected, sold through 


: Doyle offers you the Doyle Spring with Power Unit Attached and 
the Doyle Spring separately. For more information and your 
dealer’s name, please write to:. 


MR. ROBERT H. LEE 
DOYLE HOSPITAL PRODUCTS 
| 2760 W. WARREN 
DETROIT 8, MICHIGAN 


P. S. of hospital beds 
a have responded enthusiastically 

to the introduction of the 

DOYLE POWER UNIT. However, the 

unit is available only on their 
complete new beds. 


SOLD ONLY THROUGH SELECTED 
SURGICAL SUPPLY HOUSE DEALERS | 


*wherever conditions permit 


a selected surgical supply houses. In addition to their Power Unit, 
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NOW ...Vari-Hite beds with 
position comfort at your finger tips 


It’s here—a spring-motorized 
Simmons Vari-Hite bed for your pa- 
tients and your staff to enjoy. This 
time-saving D-H Power Unit controls 
every position except bed height and 
incline. And it costs only a little more 
than manually operated beds... 
quickly pays for itself in nurses’ time 
saved. 


SIMMONS COMPANY 
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JUST A PUSH OF A BUTTON 


A convenient, movable electric switch operates 
spring position—head-up, head-down, feet-up, 
feet-down. Slight finger-tip pressure does the 
trick, 

For certain safety, the D-H Power Unit 1s 
completely sealed. All electrical connections 
and comrponents are encased in a flame-resist- 
ant, self-extinguishing thermoplastic case, 
with fiber glass lining. For gentle movement, 
the unit operates’on “fluid drive” —providing 
smooth starting and stopping in any position. 
Operation is on A.C. or D.C. 

To complete the comfort picture, you have a 
Simmons Vari-Hite bed. Nothing finer available. 


May we tell you—and show you—more soon? 


DISPLAY ROOMS: 
Chicago 54, Merchandise Mart © New York 16, One Park Avenue 

» Columbus 8, 1275 Kinnear Road @ San Francisco 11, 295 Bay St. 
Atlanta 1, 353 Jones Ave., N.W. @ Dallas 9, 8600 Harry Hines Blvd. 
Los Angeles 22, 3217 S. Garfield Ave. 
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sewvice fiom headquarters 


To chute or not to chute 


We are interested in the pros and 
cons concerning the installation of 
laundry chutes in hospitals. Is there 
a bibliography available on this sub- 
ject?. 


We do not have a bibliography 
on the specific subject of laundry 
chutes but the Hospital Periodical 


Literature Index published semi- 
annually by the Association con- 
tains a list of articles on hospital 
laundries and laundry operation, 
which may be of help to you. 

Most of the recently designed 
hospitals have laundry chutes that 
offer faster service with less truck 
traffic on the floors, generally re- 
duce the collection expense, and 


THOUSA NDS PRAISE 
SIMPLICITY, 


THOROUGHNESS 


SIMPLE, 
FOOLPROOF 


OPEN END 
WASHERS 


CHOICE OF 28 FORMULAE 


COMPLETELY PLUMBED AND 
WIRED AT THE FACTORY 


3 
SINGLE POINT ADJUSTMENT 


Piease send descriptive literature on COOK 


| Dallas 26, Texas 


WASHETTES. 
Name of Company 


FOLDER 


| COOK MACHINERY CO., Inc., 4122-N Commerce St. 


Today serving thousands of 
industries who do their own 
laundry; as well as commer- 
cial laundry and cleaning 
establishments. Offered in 
choice of 25, 50, 75, and 
100 Ib. capacities — cabi- 
net or pedestal models. Full 
details without obligation. 


[ Signed Title 


MACHINERY CO., INC. 


Address 


DALLAS, TEXAS 


/ City and Zone State 
B ype of Busine 


Phone TAylor 6-4158 
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decrease floor storage space for 
soiled linens. The chutes do have 
a tendency to be hard on linens— 
producing abrasions and. tears, 
particularly if large batches of 
linen are pushed through the open- 
ings into the chutes. | 

There is usually a pile-up of 
soiled linen in the chute each 
morning and over weekends. This 
can be avoided by allowing suf- 
ficient room at the discharge end 
of the chute. Such a collection of 
linen presents a fire hazard; there- 
fore, for safety purposes, it is 
usually recommended that a 
sprinkler head be placed in the 
topmost end of the laundry chute. 
It is also advisable to have one or | 
two sprinkler heads in the ceiling 
of the area in which the laundry 
chute discharges. 7 

Laundry chutes usually 
made of a nonrusting material, 
such as stainless steel. Quite often 
the doors to the laundry chute are 
spring-loaded and a source of noise 
in the hospital. The noise factor 
can be somewhat reduced by 
proper design and maintenance. 
The chute should be free of ledges, 
pipes, and other obstructions which 
might catch falling linen and cause 
tears and abrasions. 

The collection of contaminated 
linen is sometimes aided by the 
design and installation of a sepa- 
rate laundry chute for this type of 
linen. Such chutes should be de- 
signed large enough to handle 
bagged linen. 

—GERALD A. WEIDEMIER 


Training the volunteer 


We are setting up a hospital volun- 
teer service program. Are we required 
to have a certain amount of instruc- 
tion if we work with the aun or 
with the hospital? 


This is certainly a very impor- 
tant part of any volunteer service 
program. Volunteers only 
work effectively for the good of 
the patient and the good of the 
hospital if they are properly ori- 


- ented and trained to do the work. 


In order to be trained for a job. 
there must first be an outline of 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems ore advised to consult their own attorneys. 
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you can help 
your malnourished patients 


with these delicious 


Sustagen powder \ 


the only single food complete in all Ryown essential nutrients 


When you prescribe Sustagen for your 
underweight, poorly nourished or anorexic 
patients, you will find it helpful to give 
_them this new recipe booklet. It offers a 
variety of easy-to-prepare Sustagen bever- 
ages, flavorful and nutritionally rich. An 
8-ounce glass provides the equivalent of a 
protein-generous meal. 


To help your medical and surgical patients 
get needed extra nourishment more easily, 
send for your copies of the Sustagen Rec- 
ipes today...Mead Johnson & Company, 
Evansville 21, Indiana. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


RECIPES FOR SUSTAGEN BEVERAGES 


builds tissue « promotes well-being « accelerates. rehabilitation 
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that job’s duties, even if the work 
is simple. Volunteers in a begin- 
ning service, such as yours will be, 
are ordinarily given a complete 
and over-all orientation to the hos- 
pital and to the work—to gain a 
complete understanding. Arrange- 
ments may usually be made with 
a department head for whatever 
training is necessary to the proper 
performance of the work. 

In many instances where there 
is a shortage of personnel within 
the hospital, this training program 
may be undertaken with the as- 


sistance and guidance of a regis- 


tered nurse, a Red Cross repre-— 


sentative, or perhaps an auxiliary 
member who had a special back- 
ground in this type of service. Your 
hospital administrator, and per- 
haps the director of nursing, will 
be able to give you assistance in 
the setting up of a training pro- 
gram for volunteers. 

It would seem that only the per- 
sons who volunteer for service 
would need any special training at 
this point. However, all members 


of the auxiliary do need a com- 
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VIM Stainless Steel and VIM Laminex 


Needles have razor-keen cutting 
edges with points that stay sharp 
longer. Concave hubs for easy 
handling. All VIM Syringes, 
including stronger clear-glass 


VIM Interchangeable Syringes 
(any plunger fits. any barrel), 


have a velvety-smooth 
action, free from backfire 
and leakage. 


hypodermic needles 
and syringes 


For further information, consult your hospital/surgical supply dealer or write: 
MacGREGOR INSTRUMENT COMPANY, NEEDHAM HGTS., MASSACHUSETTS 
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plete orientation to the hospital so 
they have full and -complete 
knowledge of it. Also, in the case 
of an emergency, if auxiliary 
members had received instruc- 
tions for service, they would be 
able to fill in and keep the program 
going. 

Among the most important 
things for your early consideration 
in setting up a volunteer service 
program are: 

1. Plan slowly and carefully so 
that recruitment of volunteers does 
not overreach the openings avail- 
able for their use. 

2. Careful selection, 
orientation to the hospital as well 
as to the specific job. 

3. Develop job descriptions, 
with a definite outline of duties 
and of limitations. 

4. Careful and thorough train- 
ing and supervision, with refresher 
courses available. 

5. As with all volunteers, plan 


‘a probationary period (probation- 


ary for the volunteer and for the 
hospital). During this period it is 
possible to weed out the undesir- 
able volunteer, and to ascertain 
those whose interests are lessening. 

—PATRICIA SUSSMANN 


Dormitory construction loans 


Are all hospitals lligible to obtain 
dormitory facilities construction loans 
through the Housing and Home Fi- 
nance Agency? 


Under the 1957 amendments to 
the basic housing act only hospi- 
tals offering approved medical in- 
ternships and operating state-ap- 
proved schools of nursing are 
eligible institutions under the Col- 
lege Housing Title. Construction 
loans for dormitory facilities which 
hospitals may obtain are by the 
terms of this legislation expressly 
limited to these two categories of 
students. Residents, for the pur- 
pose of this legislation, are not 
considered to be students. 

Since the enactment of the origi- 
nal College Housing Program edu- 
cational | institutions of higher 
learning have been eligible to ob- 
tain loans to construct dormitory 
facilities for medical students. But 
loans for dormitory facilities are 
obtainable only for persons who 
are in a student status with the 
applying eligible institution. 

—JOHN T. KELLY 
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When you choose 
an infant incubator, 
consider 


1. True Isolation: Only the IsoLeTTE® 


continuously draws in fresh, pathogen- 
free air from outside the nursery, 
forces out used air, protects the infant 
from air-borne or droplet infection. The 
ISOLETTE completely replaces incuba- 
tor air every 15 minutes, approximately. 


facts 
life 


In incubator care of the small premature infant... 


the ill premature infant ...the infant requiring isolation 


The IsoLeTTE, only ‘Scompletely air-conditioned” infant incubator described and illus- 
trated in the new 2nd edition of *“‘Premature Infants,’ may serve also as “‘an isolation 
unit in addition to maintaining optimal environmental conditions, and is particularly 
useful in caring for the smallest infants.*’* 


Many infant incubators now look like the ISOLETTE, but sell for less. Therefore, we 
recently engaged a well-known, independent laboratory to compare control of tempera- 
ture, humidity, and oxygen in every infant incubator on the market. We'll be glad to mail 
you the 22-page report of this objective comparison study. Or you can make your own 
tests of ISOLETTE performance with any other incubators. If you’re not satisfied in 30 days, 
return the IsOLETTE to us, express collect, and discard your invoice. 


For value, choose the ISOLETTE. It is designed to perform, built to last. We have never 
had to replace a worn-out ISOLETTE. Phone us collect (OSborne 5-5200, Hatboro, Pa.) 
and order an ISOLETTE with our 30-day return privilege. Test it. Pay only if satisfied. But 
don’t let appearance or initial cost mislead you: let performance guide your choice. 


Constant-fresh-air-flow infant incubator 


first in its field... widely copied ...never equalled 


2. Constant Circulation of Fresh, Warm 
Air: The ISOLETTE alone provides a con- 
tinuous supply of clean, fresh air, with 
precise control of warmth, humidity, 
and extra oxygen (when needed)— 
features impossible to achieve without 
controlled, mechanical air circulation. 


3. Precise Temperature Control: Within 
a tolerance of 1°F., plus an automatic 
alarm should external factors cause 
overheating, is another unique advan- 
tage of the ISOLETTE, which may also 
be cooled to 85°F. in very hot weather. 


4. Accurate Humidity Regulation: An 
additional, exclusive distinction of the 
ISOLETTE, maintains even, optimal 
humidity levels (85% to 100%) by 
means of a simple, calibrated valve, 
and quite independent of temperature. 


*Dunham, E.C.: Premature 
Infants, 2nd Ed., Hoeber- 
Harper, New York, 1955 


Designed, Manu factured, Sold and Serviced by AIR-SH/, ELDY : INC 
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NEW! DiP-AND-READ TEST FOR KETONURIA 


KETOSTIX 


TRADEMARK 


simplified, 1-minute test for ketonuria | Reagent Strips 


KETOSTIX now makes it practical to test for ketonuria in 
every patient...enables closer control of diabetics and safer 
changeover to oral antidiabetic therapy 


SIMPLE merely dip test end of strip—or otherwise moisten iy 
with urine 


swift asharp color change reveals ketone bodies in seconds 


STANDARDIZED a graded color chart permits easy matching 
of color reaction for reliable estimation 


SENSITIVE greater relative sensitivity to acetoacetic acid— a 
the more reactive ketone 


supplied: Bottles of 90 KETosT1x Reagent Strips— No. 2391 


(A AMES COMPANY, INC ¢ ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto ~ 
42187 
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...Still get same-quality radiographs 


mini phy 
simply switch to 
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postoperative convalescence eee 


Prostigmin 


A powerful cholinergic, Prostigmin ‘Roche! helps prevent postsurgical 
distention and bladder atony when administered pre- and postoperatively. 
Well tolerated by patients, it aids in shortening convalescence and in 


reducing nursing cares Prostigmin® - brand of neostigmine U.S.P. 


Order direct from ‘Roche’ at hospital prices 
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editorial notes 


—monograph series 


We have frequently stressed the 
necessity for serious research in 
the. hospital field and also noted 
the encouraging increase in such 
research projects in the last few 
years. 

But research will provide no 
lasting benefits if the results are 
not adequately communicated to 
the field. Our established method 
for such communication is through 
publication of the findings so that 
the conclusions may be subjected 
to independent analysis and, if 


worthy, add in some degree to our ’ 


body of knowledge. 

Many of.the reports of research 
projects now underway will, per- 
force, be lengthy and detailed and 
thus will not fit into the editorial 
pattern of our hospital journals. 
Yet many of them must be pub- 
lished if’the research effort is not 
to be a waste of. time. 

The American Hospital Associa- 
tion is therefore instituting a hos- 
pital monograph series. The series 
will provide an avenue for lengthy 
and detailed reports or discussions 
and will be similar in many ways 
to the excellent public health 
monograph series of the U.S. Pub- 
lic Health Service. 

It will not be limited to material 
bearing the official approval of the 
American Hospital Association al- 
though, when indicated, official 
material 
monograph form. The monographs 


will be offered for sale at a price . 


which, it is hoped, will encourage 
purchase by those interested and 
also permit the series to be ap- 
proximately self-sustaining. 
Material submitted for possible 
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will be published in | 


publication as a monograph will 
be submitted to careful editorial 
review. Material already published 
or submitted elsewhere for pub- 
lication will not normally be ac- 
cepted for the monograph series. 

In each instance, an abstract of 
the monograph will be published 
in HOSPITALS, JOURNAL OF THE 
AMERICAN HOSPITAL ASSOCIATION, 


to provide a wide audience for at 


least some of the major material. 
The abstract will carry a notice 
of the availability of the full mono- 


_ graph and its price. 


Number Ome of the Hospital 
Monograph Series is announced in 
this issue of our Journal. It is a 
study of Nonprofit Hospitals and 
the Corporate Practice of Medi- 
cine. An abstract of the mono- 
graph begins on page 39. The full 
monograph, containing complete 
footnotes and citations so impor- 
tant to attorneys, is available from 
the Association. The price is $2.50. 

The study fills a gap in our 
knowledge of a situation vital to 
the hospitals and the people they 
serve. Funds were appropriated by 
the Board of: Trustees of the 
American Hospital Association and 
the work undertaken by Alanson 
W. Willcox. Since undertaking the 
study, Mr. Willcox has become gen- 
eral counsel of the Association but, 
as is proper, he was given com- 
plete independence to make the 
study and report the findings. 

As Mr. Willcox notes, the mono- 
graph is concerned essentially with 
matters of law and, therefore, the 
Association has not taken: a posi- 
tion on his findings. The Associa- 
tion believes that. publication of 
the study is in the public interest 
and it would have been published 


regardless of his conclusions. 
However, it is only: fair to state 
that his conclusions are not in con- 
flict with Association policy on 
hospital-specialist relationships as 
set forth in the statement approved 


by the House of Delegates of this 


Association and the House of Dele- 
gates of the American Medical As- 


sociation in 1953. 


We believe that the monograph 
series will inevitably make our re- 
search more productive and will, 
we hope, encourage more workers 
to add their share to our fund of 
knowledge. 


—safety or sadness 


Even without a calendar, a sure 
sign that Christmas is not far off 
is the sudden appearance on side- 
walks and in vacant lots of the 
season’s crop of Christmas trees, 
soon to fulfill their colorful destiny 
in virtually every home of the 
community. 

For those whose “home” during 
the holiday season. happens to be 
a hospital, the sight of one of these 
dazzling symbols of Christmas in 


’ ward or lobby can be a heartwarm- 


ing thing. 

Unfortunately, however, it is an 
inescapable fact that beneath the 
bright trappings and warm glow 
of a Christmas tree lurks the 
shadow of tragedy. 

Last year, in a Midwest hospital 
the shadow leaped out to become a 
disastrous fire that took eight lives. 

We would be the last to suggest 
that patients be denied the pleas- 
ure of all the traditional holiday 
decorations the hospital can af- 
ford. But they must be safe dec- 
orations. Even the tree can be 
made safe, by spraying it with 
flame retardant and by using non- 
flammable, highly reflective orna- 
ments set aglitter by a remote 
spotlight instead of the usual 
strings of lights. 

As added precautions, increased 
emphasis should be placed on the 
importance of keeping smoke bar- 
rier doors closed—smoke can kill, 
too—and the tree should be kept 
as far away from open stairways 
as possible, for smoke _ spreads 
rapidly, particularly upward. 

Tragedy is always-tragedy. But 
its impact is doubled when it 
strikes in a time of joy and good 
cheer. 
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the art of 
decision making 


HE ROLE of the man of decision 
‘The well in print and looks 
good on the screen, but it is a dif- 
ficult one to live with. For as any 
executive knows, decision making 
as a full-time occupation can be 
very painful. As a gloomy profes- 
sor of philosophy said each year at 
the close of his course in ethical 
behavior: “My lifelong study of all 
of the world’s ethical systems of 
conduct has brought me to the re- 
luctant conclusion er whatever 
you do you’]] be sorry.’ 

“Whatever you do you'll be 
sorry’ conveys something of the 
nature of decision making. For in 
every decision, there are pros and 
cons to be weighed against each 
other. Therefore, no matter how 
wise a decision you make, some- 
thing 1 is lost. And often, with tough 
decisions, much 
is lost. 

Paiateai 
though decision 
making may be, 
however, the 
executive can- 
not escape it. It 
is inherent in 


authority, the 
mark of his 
position. De- 
cision making— 
particularly on 
a policy level*— 
is a top execu- 
tive function. This is the ability 
that is in such great demand today. 
if it is a hazardous occupation, it 
is also a well rewarded one. 

The hospital administrator is 
primarily concerned with the func- 
tions of planning, organizing, acti- 
vating and controlling. None of 
these basic functions can be car- 
ried out without making decisions. 
Decision making is inseparably re- 
lated to the process of manage- 
ment; and it follows that skill in 
employing this process directly af- 
fects the quality of executive per- 
formance. 


AGREE ON DEFINITION 


What then is the process of de- 
cision making? 


Richard D. Vanderwarker is vice presi- 
dent and general manager, Memorial Cen- 
ter for Cancer and Allied Diseases, New 
York City. This material is adapted from 
a speech presented at the 1957 American 
Hospital — Convention in At- 
lantic City, N. 


Decision making, the author states, 
need not always be a painful process. 
He discusses methods for making the 
decision maker more skillful and his 
work less arduous. He also examines _ 
some aspects of decision making 
unique to hospital administration. 


The authorities seem to agree on 
a definition. Irwin D. Bross, a 
statistician, says it is ‘‘the process 
of selecting one action from a 
number of alternative courses of 
action.”” And George R. Terry, of 
the School of Commerce of North- 
western University, says it is ‘“‘the 
selection of one behavior alterna- 
tive from two or more possible 
alternatives.” 

Even the wording is almost 


identical 

Definition presents no tates D 
It is important, however, for the 
executive to recognize the types 
of decisions with which he con- 
cerns himself. 


TYPES OF DECISIONS 


_ Broadly, there are two types of 
decisions: tactical’ and strategic. 
The tactical decision is problem- 
solving of an immediate nature 
concerned with operational mat- 
ters; while the strategic decision 
is of a long-range nature con- 


‘cerned with major matters of 


policy and planning. Strategic de- 
cisions involve the charting of the 
course, and the direction required 
to fulfill the organization’s ob- 
jectives. 

Tactical decisions concern situ- 
ations and requirements which are 
known and simple—such as how 
much linen and other supplies are 
needed for a nursing unit or the 
number of portions of food re- 
quired in the cafeteria. The only 
problem involved in these situ- 
ations is to find the most effective 
adaptation of known resources. 

Strategic decisions, according to 
Peter Drucker, involve either find- 
ing out what the situation is or 
changing it—either finding out 
what the resources are or what 


‘they should be. 


In contrast to the previous ex- 
amples, strategic decisions would 
relate to the quantity, type and 
procurement of nursing services; 
or policies for personnel feeding, 
including cost, type and quality 
of service. 

All decisions concerning the or- 
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ganization’s objectives and the 
means of. attaining them: are 
strategic in nature. Because stra- 
tegic decisions relate to more com- 
plicated situations, there is always 
the danger that in unraveling a 
problem an executive will find the 
answer to the wrong question. 
Finding the right question includes 
the identification of symptoms and 
the search for the causes which 
are to be altered. For the execu- 
tive, the important decisions are 
strategic not tactical. 


is important to be certain in ad- 
vance that the results to be 
achieved are consistent with the 
institution’s objectives and _ re- 
sources. Once the right question 
has been found and the objectives 
and requirements of the solution 
are clear, the definition of the 
problem should present little dif- 
ficulty. 

2. Analyzing the problem. The first 
task here is to classify the problem 
—to determine who mast make the 
decision, who must be consulted, 


alternatives is the only way to be 
sure opportunities are not over- 
looked, for everyone tends to see 
only what he expects to see and 
to miss the unexpected... 

The number of alternatives vary 
with each problem, but one pos- 
sible solution is common to all: the 
alternative of ‘‘no action’. This is 


just as much a decision as any 


action decision, and should always 
be considered. Action in an or- 
ganization is like surgical inter- 
vention, for even a slight change 


There is one requirement without which no man can be an executive 


—even a mediocre one—and that one is making decisions.—Daniel © 


Strach, Ph.D., consultant in business research, Mamaroneck, N. Y. 


In recent years, students of 
scientific management have cast 


- new light on the decision making 


_ process. According to the new con- 
cepts they have developed, it is 
now possible to move from intu- 
ition and experience-based judg- 
ment to a rational, systematic 
process. This process is not a sub- 
stitute for thought and judgment, 
but a systematic approach to the 
solution of problems, indicating in 
logical sequence the basic elements 
of decision making. These ele- 
ments can be reduced to the fol- 
lowing five’ steps: 

1. Defining the problem. 

2. Analyzing the problem. 

3. Developing alternative solu- 

tions. 

4. Selecting the best solution. 

5. Making the decision effective. 

1. Defining the problem. Most poor 
decisions are due to the inability 
to define the problem accurately 
and clearly. Too often what ap- 
pear to be the problems are merely 
the symptoms—and curing the 
symptoms is seldom a permanent 
solution. Friction between depart- 
- ment heads, for example, may ap- 
pear to be a “personality” prob- 
lem, whereas it can be caused (as 
is often the case) by lack of defi- 
nitien of authority and responsi- 
hility. 

The first task in defining the 
problem: is to find the “critical 
factor” or the, kernel of the prob- 
lem, which is not always the ap- 
parent problem. The second task 
is to determine the objectives 
to be attained by the solution. It 
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and who must be informed: Classi- 
fication is of obvious importance, 
for without knowing ‘“‘who does 


what”, the decision making process 


is headed for failure. 

The second task is to find the 
facts—data that are relevant and 
valid. Definition and classification 
of the problem make it possible to 
select the pertinent facts from all 
the available data. But getting the 
facts is not always the whole an- 
swer. Usually, it is impossible to 
get all the facts necessary. De- 
cisions are based on incomplete 
knowledge because complete 
knowledge is unavailable or would 
require too much time and/or ef- 
fort. It is important, however, to 
know what information is lacking 
in order to judge how much of a 
risk the decision involves. 

Another factor to keep in mind 
is that facts relate to the past, 
while decisions relate to the future. 
Decisions, therefore, should not be 
based solely on facts; but facts 
should be employed to aid in 
reaching rational assumptions for 
future action. 

3. Developing alternative solutions. 
Most administrators have felt the 
temptation to make a decision at 
once. An immediate decision is 
seldom the best solution because it 
usually represents original preju- 
dices and assumptions. Acquiring 
the habit of developing a full range 
of alternative solutions is impor- 
tant, therefore. The pros and cons 
of each solution should be listed 
to indicate the gains, costs and 
risks it presents. Considering all 


may mean shock. The risk of shock 
compels executives to consider the 
possibility that ‘‘no action” would 
be the best solution. 

4. Selecting the best solution. Four 
criteria can help select the best 
of the alternative solutions that 
have been developed: 

@® The risk—the risks of each 
course of action must be weighed 
against the expected gains. 

@ Economy of effort—the al- 
ternatives must be weighed to de- 
termine which solution will give 
the best return for the least effort 
and with the least disturbance to 


the organization. 


@® Timing—in cases of emer- 
gency or tension, prompt and dra- 
matic action may be called for to 
show that something is happening. 
When new goals are set and a 
long pull is required, a more 
gradually accelerated course of 
action may be desirable. 

@ Limitation of resources—this 


_eriterion involves not only money 


and facilities but human resources 
which are the most important. The 
solution will fail unless there are 
enough people of sufficient skill 
to put it into practice. 

5. Making the decision effective. A 
solution, to be anything more than 
an academic exercise, must be 
translated into action. The most 
important part of this process is 
acceptance of the decision by those 
who must carry it out. They must 
believe in the decision. Selling a 
decision, however, after it has been 
made never has maximum effect. 

The best way to gain acceptance 
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for a decision is to create a climate 
in which the people who have to 
make the decision effective make 
the decision. This atmosphere, 
however, must be created from the 
very beginning of the decision 
making process by involving the 
appropriate people in the process. 
These people must understand why 
changes in behavior are expected 
of them if they are to be moti- 
vated to give more than grudging 
support to the decision. 

Thus, the people who must per- 
form the action should be involved 
in developing alternative solutions 
and in selecting the best solution. 
By their active participation in the 
selection of the best solution and 
their involvement in the responsi- 
bility for it, conscientious support 
can be assured. 

These, then, are the five steps in 
a rational, systematic approach to 
decision making. They do not take 
the place of thought; they channel 
it. They discipline and _ direct 
thought. They do not render judg- 
ment unnecessary, but they do aid 
it. They do not eliminate risk, but 
they do reduce it. Generally, by 
following these steps administra- 
tors can improve their decision 
making batting averages. 


UNIQUE HOSPITAL CONDITIONS 


The discussion thus far has ap- 
plied to decisions in general. A 
hospital, however, presents unique 
conditions which in many respects 
complicate the decision ‘making 
process. One of these is the lack of 
tangible standards of performance. 
Hospital administrators cannot see 
the results of their decisions re- 
lated to profits, sales or production 
costs. The difficulty of measuring 
the quality of patient care leaves 
administrators with a vague sense 
of uneasiness and _ uncertainty 
about the effectiveness of their de- 
cisions. 

Usually it is only over a long 
period of time that the effects of 
an administrator’s daily decisions 
become evident. Therefore he does 
not often enjoy the exhileration 
and satisfaction of knowing that 
his decisions are sound and ef- 
fective. 

The second and most difficult 
problem involved in hospitals is 
the existence of the many potent 
group loyalties. H. A. Simon in 
Administrative Behavior _ states 
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that it is characteristic of human 
behavior to identify with a group. 
He goes on to say that in making 
decisions the loyalties to the group 
may predominate and conflict with 
organization objectives. In hospi- 
tals, the doctors’ long white coats 
and the nurses’ caps are*symbols 
of group identification. Often those 
coats and caps will rally and de- 
cide on a course of action deter- 
mined by the group alone. 


GROUPS COMPLICATE ADMINISTRATION 


Simon also observes that the 
phenomenon of identification or 
group loyalties complicates the 
function of administration. If an 
administrator has to evaluate each 
decision in terms of group loyal- 
ties and interests, rationality in 
administration is impossible. A 
hospital administrator should be 
able to concentrate on his tasks, 
the special interests of professional 
groups notwithstanding. 

A third unique condition is the 
evolutionary and nascent concept 
of hospital organization. While 
great strides have been made, con- 
cepts of hospital administration 
have not yet been completely ac- 
cepted within a hospital organiza- 
tion. There are many areas where 
an administrator’s responsibility, 
although clear to him is not ac- 
cepted by other groups. 

At Cornell University, the Sloan 
Institute of Hospital Administra- 
tion is conducting a research proj- 
ect in this area. The objectives of 
the study are to learn how various 
groups in a hospital—board, ad- 
ministration, medical staff, and 
nursing staff—define their roles in 
the authority structure and how 
they see the roles of others; to 
learn how these groups feel about 
their roles, and the extent to 
which groups agree within them- 
selves and with other groups as to 
their roles. 

The results of this study have 
not been announced. More than 
likely, however, they will reveal 
broad divergence of opinion with- 
in groups and between groups. 
The study will probably emphasize 


the unclear and uncertain nature 


of the relationship of authority and 


responsibility in hospitals. It is 


hoped these findings will stimu- 
late clear definitions, but defini- 
tions alone will not remedy the 
situation. The administrator him- 


self can do much to advance prog- 
ress and to make the_ hospital 
organization less like a loose fed- 
eration of political states. 

This task demands that all ele- 
ments in the hospital’s organization 
know their own functions and the 
functions of the other elements. It 
also calls for administrative ability 
to deal successfully with other hos- 
pital officials as a colleague. 

This aspect of the problem will 


- be improved by the example that 


the administrator sets. If he shows 
decisiveness in dealing with the 
problems that arise in his area, he 
will earn the respect and recog- 
nition he needs to achieve his or- 
ganization’s administrative ob- 
jectives. 


STAFF DECISIONS NECESSARY 


Subordinates who avoid re- 
sponsibility add immeasurably to 
the burden of an executive. If an 
administrator does not protect 


‘himself from staff members who 


pass on to him what is their own 
responsibility, he will become in- 
volved in tasks that will divert 
him from his: own responsibilities. 
He best protect himself 
through the proper staff training. 

In accordance with the concept 
of complete staff action, the staff 
member most directly concerned 
with a problem does all the work 
involved in decision making except 
making the actual decision. He de- 
fines and analyzes the problem, sets 
forth all possible solutions, and 
indicates why one of the alterna- 
tive solutions is best. If his work | 
is well done, it remains only for 
his superior to approve the rec- 
ommended course of action. 

President Eisenhower has. his 
staff organized so that the heavy 
duties of his office work the least 
possible hardship on him; and so 
that, in his absence, the machinery 
of the executive branch continues 
to operate effectively. All execu- 
tives can learn much from the 
Chief Executive. | 

If his staff is properly trained 
and organized, a hospital adminis- 
trator would not have to be glued 
to his desk. He would be able to 
devote time to reflective thinking 
and long-range planning, which 
always seem to lose out to less im- 
portant matters of more immedi- 


ate concern. 


(Continued on page 110) 
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nonprofit hospitals 


and 


the corporate practice of medicine 


I—INTRODUCTION 


pe long established in 
public and community hospi- 
tals throughout the nation have 
in recent years come under attack 
in a number of states on the 


ground that they constitute the | 


illegal corporate practice of medi- 
cine. The argument, actively 
pressed in respect to pathology 
and radiology, has been accepted 
by some state attorneys general 
and rejected by others, but its 
underlying rationale if applied 
consistently would strike at the 
heart of that “institutional syn- 
thesis’”” which is of the essence of 
a modern hospital.} 

The services which a hospital 
must provide, and must synthesize, 
run the gamut from the profes- 
sional, through the technical and 
subprofessional, to the lay and the 
relatively unskilled. The organiza- 
tion and correlation of these serv- 
ices would be all but impossible 
if each of the participants were an 
independent. entrepreneur. The 
necessary organization of services 
is hampered, and could be threat- 
ened, by the injection of the legal 
fiction that a corporation is doing 
things that are forbidden to it be- 


cause only a human being can be 


licensed to do them. If a hospital 
may not legally practice medicine 
by employing licensed physicians, 
may it practice nursing or phar- 
macy by employing licensed nurs- 


es or pharmacists? May it admin- | 


Alanson W. Willcox is the general coun- 
sel, American Hospital Association. In the 
research project and preparation of the 
monograph upon which this article is 
based, Mr. Willcox has had the assistance 
of Miss Selma Levine and Morton Nam- 
row, both of the District of Columbia bar. 
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This paper is a summary of a mono- 
graph published by the American Hos- 
pital Association. The monograph, 
which is extensively documented, is 
available at Association headquarters 
for $2.50 per copy. This work is the 
result of a research project authorized 
by the Board of Trustees of the As- 
sociation, but inasmuch as the con- 
clusions reached are essentially mat- 
ters of law, the Association has taken 
no official position with reference to 
them. 

The authors of the monograph state 
in a foreword that the paper “is not 
intended as an argument either for or 
against the salaried practice of medi- 
cine, or for or against any other par- 
ticular relationship between hospitals 
and physicians. Its thesis, indeed, is 
that neither the law nor lawyers should 
dictate choice among the varied pat- 
terns of medical practice which are 
exemplified in public and community 
hospitals, and that within this broad 
range the appropriate relationship in 
each case should be fixed on nonlegal 
grounds. The authors believe that this 
view is likely to receive wider accept- 
ance from the courts than has some- 
times been supposed.” 


ister medications orderéd by the 
physician, or oxygen, or physical 


therapy? If it may not do these 


things, how is the hospital to make 
technical services available to the 
physician when he needs them in 
the treatment of his patient? 

It is of the first importance, of 
course, that professional acts and 
professional judgments be free 
from lay control, but this does 
not mean that professional per- 
sonnel must be free from control 
of their hours of work, their as- 
signments to duty, and the like. 


The reconciliation of professional 


freedom with organizational con- 
trol, though troublesome at times, 
presents. basically no _ different 
problem’ from the employment of 
professional personnel in any large 
organization, public or private, 
which is managed by laymen. 

The problem of hospital organi- 
zation is not one that laws or 
lawyers have particular compe- 
tence to solve, and there is no 
evidence that state legislatures, 
unless in a very few. instances, 
have made any conscious effort to 
solve jt. The restrictions on so- 
called “corporate practice” stem 
in the main from judicial incrusta- 
tions on medical practice acts and 
originated in efforts to deal with 
quackery, exploitation of the pub- 
lic, commercialization of medical 
practice, and the like. If it is true 
that these restrictions general- 
ly not legislative commands, it 
follows that most courts are free 
to mold them in such fashion as 
considerations of policy may dic- 
tate, and that the _ restrictions 
therefore need not interfere with 
the operation of public or commu- 
nity hospitals in whatever manner 
may be conducive to the welfare 
of their patients. 


ll—THE NATURE OF THE 
CORPORATE PRACTICE RULE 


| THE employment of a physi- 
cian to practice medicine makes 
the employer a practitioner, then 
the federal government, every 
state in the union, hundreds of 
municipalities, state and private 
universities, and sectarian. and 
other nonprofit hospitals through- 
out the land are practicing medi- 
cine. One is warranted in looking 
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with skepticism upon a statement 
of the law which would seem to 
condemn practices so widely car- 
ried on under such _ reputable 
auspices. 

Considering the frequency of 
judicial pronouncements that cor- 
porations may not practice the 
healing arts, the basis for the rule 
is surprisingly unclear. Yet it is 
important to determine its basis 
as best we can, in order to ascer- 
tain whether it is a rule of statute 
law which only the legislature can 
change, or is a rule of public pol- 
icy which courts are free to 
adapt to the varying cases that 
come before them. 

Obviously, a corporation cannot 
itself be licensed to practice medi- 
cine, if only because an inhcorpo- 
real legal entity cannot meet 
either educational or ethical re- 
quirements of licensure. But it 
does not follow from this premise, 
as some courts have supposed, that 
a corporation therefore may not 
employ physicians to_ practice 
medicine. 

MEDICAL PRACTICE ACTS 


The typical medical practice act 
forbids an unlicensed “person” to 
practice medicine, but very few of 
them? give any indication that the 
word “person” is meant to include 
a corporation. Since most provi- 
sions of these acts are of a kind 
that can apply only to human be- 
ings, it seems probable that the 
legislatures in framing the acts 
did not have corporations in mind. 
The prohibition of unlicensed 
practice is a criminal statute and 
must therefore be construed strict- 
ly; so construed, most practice 
acts do not forbid corporations to 
practice medicine. 

The New York Court of Ap- 
peals long ago held that the word 
‘‘person”’ in such a statute did in- 
clude corporations in general, but 
did not include nonprofit hospitals 
which the legislature had author- 
ized to practice medicine.? The 
Supreme Court of South Dakota, 
on the other hand, held that in 
this context the word “‘person”’ did 
not include a corporation, and that 
the legislature had therefore not 
forbidden corporate practice; but 
concluded that such practice by a 
profit-making clinic was contrary 
to public policy, and thus illegal, 
despite the absence of legislative 
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-terrelationships' of 


proscription.* The opinions of most 


other courts have been so obscure 
that it is impossible to be certain 
whether they have construed the 
prohibition of practice by an un- 
licensed “‘person” as applicable to 
corporations. 

Although no other American 
court than that of South Dakota 
has rested the corporate practice 
rule squarely and exclusively on 
considerations of public policy, 
these considerations have bulked 
large in most of the opinions, even 
in those that have seemed to rest 
on a statutory base. Because med- 
ical practice by a_ profit-making 


corporation tends to produce evils 


which endanger the public, courts 
have said in effect, the legisla- 
ture must_be assumed to have in- 
tended to prohibit such practice. 
These evils include lay control over 
professional judgment, commercial 
exploitation of practice and the 
consequent lowering of profession- 
al standards, division of the phy- 
sicians’ loyalty between patient 
and employer, and sometimes a 
deceptive cloaking of a _ licensed 
practitioner’s identity.5 

If these are the real objections 
to corporate practice, the question 
arises whether the employnsent, 
let us say, of a salaried physician 
in a community hospital tends 
toward the same evil results which 
courts have found implicit in 
practice by profit-making corpo- 
rations. If it does not, most courts 
are under no compulsion to carry 
over into the nonprofit field their 
condemnation of practice by profit- 
making corporations, and it is a 
striking fact that no appellate court 
has done so. Stare decisis does not 


preclude the courts from quali- . 


fying the language of their earlier 
opinions if the language was 
broader than was neceSsary to the 
disposition of the cases before 
them. 

An analogy occasionally 
been drawn to the corporate prac- 
tice of law, which is generally 
condemned even in the case of 
nonprofit corporations. But the 
analogy largely fails if the issue 
is one of public policy, since the 


provision of legal service to the - 


public does not require institu- 
tions comparable to community 
hospitals, with their complex in- 
professional, 
subprofessional and lay activities, 


to which the corporate form is 
uniquely suited. There is no affirm- 
ative need for corporate practice 
of law comparable to the need 
corporate practice of medicine. 

The basic purpose of medical 
practice acts is, in the words of 
the United States Supreme Court, 
the protection of the _ public 
“against ignorance, incapacity and 
imposition”. This underlying leg- 
islative purpose must guide courts 
also in formulating the public poli- 
cies of their respective states. Let 
us examine the policy issues in- 
volved, in the light of this under- 
lying purpose, to determine their 
bearing upon the activities of pub- 
lic and community hospitals. 


AVOIDING LAY CONTROL 


The prohibition of practice by 
an unlicensed individual carries 
with it, as a necessary corollary, 
a prohibition of lay interference 
with medical judgment, which 
could be equally harmful to the 
patient. But such interference in 
professional matters must:be dis- 
tinguished sharply from’ those 
controls that are implicit in the 
functioning of any large organiza- 
tion. Interference of the former 
kind is not a problem in public 
or community hospitals. The issues 
that have disturbed hospital-phy- 
sician relations, serious though > 
they sometimes have been, relate 
to matters on which the policies 
of medical practice acts shed no 
light—matters centering around 
the professional prerogatives of 
the physician and his economic 
welfare in view of the expanding 
role of the hospital. and the 


_physician’s increasing dependence 
-upon access to it and its facilities. 


These are issues to which existing 
legislation has rarely addressed 
itself, and to which neither legis- 
lation nor judicial decree is apt to 
provide a satisfactory solution. 
Another of the commonly men- 
tioned evils of corporate practice 
is division of the loyalty which a 
physician owes to his patient. No 
such division is threatened in pub- 
lic or community hospitals, what- 
ever their economic arrangements 
with physicians, because the loy- 
alty of both parties is to the pa- 
tient. Nor is there danger of lay 
interposition between physician 
and patient or of interference with 
their confidential relationship; 
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hospital administrators no 


wish to assume any part of the 
physician’s professional responsi- 
bility than physicians -wish to 
yield it. 

Commercialization of medical 
practice—the conduct of practice 
in such a way that financial profit 
is the primary aim—is another 
evil often cited. In the case of 
a bona fide nonprofit institution, 
such commercialization is excluded 
by hypothesis, for financial profit 


-cannot be the aim of such an in-. 


stitution. Even if in one service 
it takes in more in fees than it 
spends in salary, the difference 
goes to make up a deficit else- 
where; there is no more incentive 
to be niggardly in the service that 
shows a profit than in one that 
shows a loss. The over-all finan- 
cial motivations which constitute 
a danger in profit-making ventures 
are absent in -genuine nonprofit 
institutions. This difference be- 
tween profit and nonprofit corpo- 
rations has been recognized by 
several courts in dealing with the 
provision of medical service to a 
mited group, such as the mem- 
bership of a fraternal organiza- 
tion, and _ the difference is surely 
no less great because a communi- 
ty hospital exists to serve the 
whole of the public. 


EXPLOITATION OF PHYSICIANS 


Finally, it is sometimes urged 
that corporate practice involves 


exploitation of either the physi-. 


cian or the patient. “Exploitation” 
is a word of vague and variable 
“meaning. Certainly there is noth- 
ing in medical practice acts or in 
public policy to preclude a physi- 
cian from accepting compensation 
in whatever amount and whatever 
mode he may choose, so long as 
the arrangement does not involve 
an incentive injurious to the pa- 
tient.6 A hospital which pays a 
physician a reasonable salary is 
not guilty of exploitation, in the 
invidious sense of the word, mere- 
ly because it takes in, in fees for 
his services, more than it pays him, 
and applies the balance against its 
deficits. Nor does the use by hos- 
pitals of salary or similar form of 
compensation have any tendency 
to exploit the patient, if only be- 
cause it has no tendency to in- 
crease the charge to him. 

Courts which recognize the 
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issue of corporate practice as es- 
sentially one of public policy will 
have little difficulty in distinguish- 
ing public and community hos- 


pitals from those profit-making 


ventures which they have con- 
demned. Except, as statutes in a 
few states preclude it, this ap- 
proach is the most satisfactory 
way, and the most consistent with 
established canons of statutory in- 
terpretation, to bring the corpo- 
rate practice rule into harmony 
with accepted present day methods 
of providing and financing medi- 
cal care, and to give the rule suffi- 
cient flexibility to deal with the 
infinite variations in the organiza- 
tion of medical practice. 

The feasibility of this approach 
is well “illustrated by a _ recent 
opinion of the attorney general of 
Minnesota, a. state in which the 
supreme court has seemed firmly 
committed to a broad corporate 
practice rule. The attorney gen- 
eral said: ‘“‘The distinction made 
by the cases between business 
corporations and nonprofit corpo- 
rations is based upon sound con- 
siderations of public policy and 
persuasive reasoning ... There- 
fore, a corporation so organized 
[not for profit] would not be sub- 
ject to the objections urged against 
the business corporations. that 
have been held prohibited from 
entering this field.’’” 


CONSTITUTES 
CORPORATE PRACTICE 


INCE IT is not possible for an 
S incorporeal legal entity to per- 
form the physical acts that consti- 
tute the practice of medicine, the 
question arises under what circum- 
stances the law will attribute to 
a corporation the acts of individ- 
ual physicians, who have some 
relationship to the corporation. 

Arrangements between a cor- 
poration and a physician may be 
illegal on grounds of policy even 
though the corporation itself is 
not deemed a practitioner. In 
many states, however, practice by 
the corporation itself is said to be 
automatically illegal, regardless 
of good or bad results, and in a few 
states this is true by statute. It is 
therefore important to know what 
arrangements make the corpora- 
tion a practitioner; because in all 
states, if it is not a practitioner, 
the varying considerations of pub- 
lic policy have free play, and 
public and community hospitals 
have correspondingly little to fear. 

On the question what constitutes 
practice by a corporation, the cases 
dealing with this subject are again 
surprisingly obscure. 

By far the strongest ground for 
urging that a corporation is prac- 
ticing medicine is that it employs 
physicians, and that they are prac- 


silence isn’t always golden — wren 


to do with em- 
ployee progress 


ings. On the PETS the rating and subsequent interview is a time 
for straight talk, frank but tactful, about the people and performance. 
It is a difficult task because none of us are anxious to talk with our 
employees about their weaknesses and shortcomings. Yet, it is a task 
which must be done, and it's essential to the. supervisor, to the 
hospital and more important, to the employee being rated. 
Perhaps if we take a new look at progress rating we'll see it 
more clearly. Real purpose of the rafing and interview is not so 
much to point out a man’s weaknesses and shortcomings as it is an 
opportunity to point the way toward improvement in performance 


thereby benefiting himself and the hospital. 


One and the same 


thing, you say? Perhaps so, but they represent two different ap- 
proaches. If we use the rating simply to point out weaknesses, we 
can easily develop resistafce.on the part of the employee being 
rated. If we use it to show the way to improvement through under- 
standing of weaknesses, however, we have an excellent opportunity — 
to gain the employee's confidence and show him we're actually trying _ 
to help.—from the Miami Valley Hospital’s (Dayton, Ohio) ““Memo 
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ticing medicine in the course of 
their employment; for the law 
generally treats a corporation as 
doing those things that its em- 
ployees do as a part of their duty 
to their employer. One might sup- 
pose that this situation, at least, 
would be sharply defined. But 
even here there is a large element 
of uncertainty, because it is often 
impossible to know, until some 
court decides, whether a particular 
individual is an employee of a 
corporation, on the one hand, or 
an independent contractor, on the 
other. In the case of physicians the 
difficulty is compounded by the 
fact that laymen are forbidden to 
control the details of what they 
do; for just such control of the 
details of the work is ordinarily 
the most important element in 
finding that an individual is an 
employee rather than an _ inde- 
pendent contractor. 

_ There is no longer much ques- 
tion that, despite the lack of de- 
tailed control, physicians may be 
employees for social security, 
workmen’s compensation and in- 
come tax purposes, and the more 
recent trend is toward holding 
that they may be employees for 
the purpose of malpractice liabil- 
ity on the part of their employers. 
But what is employment for the 
purpose of one rule of law is not 
necessarily employment for the 
purpose of another, and some 
courts have held that even sal- 
dried physicians are not employees 
for the purpose of the corporate 
practice rule. 

One may suspect that these 
courts have seized upon the un- 
certainty of the criterion of em- 
ployment merely as the most 
convenient means of keeping the 
corporate practice rule within 
reasonable bounds. Even if that 
is so, however, the same avenue 
of escape is open to other courts, 
and it should not lightly be as- 
sumed that even salaried physi- 
cians will be treated as hospital 
employees for this purpose. 


“HOLDING THEORY 


A second ground on which it has 
been argued that a corporation is 
engaged in the practice of medi- 
cine is that it has held itself out 
to the public as being so engaged. 
A representation to the public 
that the corporation will provide 
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medical services, however, is ordi- 
narily completely neutral on the 
question (which is really a ques- 
tion of law) whether the arrange- 
ments are such that the cor- 
poration itself can be deemed a 
practitioner. Not many corpora- 
tions say: “This corporation offers 
to practice medicine’; what they 
say is: ‘This corporation offers. to 
make medical services available to 
its patrons.” If in fact the services 
made available are those of inde- 
pendent practitioners, a _ public 
statement will ordinarily add noth- 
ing to support a charge that the 
corporation itself is practicing. 

It has been said, again, that a 
corporation offering to provide 
medical service is practicing medi- 
cine because the physicians who 
provide the service are the cor- 
poration’s agents. This argument 
runs in a circle. An independent 
subcontractor is not usually an 
agent of the principal contractor; 
unless one starts with the premise 
that a corporation is practicing 
medicine, there is no reason to 
characterize independent physi- 
cians, with whom it makes subcon- 
tracts, as its agents. 

Another ground on which it has 
been contended that a corporation 
is practicing medicine is that it 
receives payments for the profes- 
sional services of physicians, and 
is thus “selling” those services. If 
this argument were sound, it would 
characterize as corporate practice 
virtually every arrangement un- 
der which a corporation partici- 
pates in the financing of medical 
care, since in nearly every case 
the corporation receives a consid- 
eration for so doing. If this were 
a sound legal theory, it would not 
matter whether the consideration 
took the form of money or of some 
other thing of value, and it would 
not matter whether the consider- 
ation came from the patient or 
from a third party, public or 
private. 

“SELLING” SERVICES 


While it is not uncommon to 
speak of “selling” a service, the 
phrase is not an accurate legal 
description of a transaction. A 
service is not a chattel, title to 
which may pass from one person 
to another. In a colloquial sense 
a contractor may be said to “sell”’ 
the service of his subcontractor, 
but the service is nonetheless ren- 


dered by the subcontractor. It 
does not become an act performed 
by the principal contractor merely 
because he receives and.passes on 
the payment for it. 

In the case of medical care, there 
is and must be a direct dealing 
between the individual physician 
and his patient. This is no less 
true when payment is routed to 
or through a corporation. If the 
physician is an independent prac- 
titioner, his face-to-face contacts 
with his patient are not converted 
into corporate acts merely because 
a corporation assumes responsibil- 
ity for his bill, or because it col- 
lects from the patient, either in 
advance or after the fact. 

A few cases have hinted that 
providing medical services to a 
limited membership is not cor- 
porate practice, on the ground 
that in such cases the corporation 
is merely a mechanism through 
which a group of people contract 
with a group of doctors. Even if 
this is a valid basis of distinction, 
however, it does not warrant the 
converse conclusion, that a cor- 
poration providing services to an 
unlimited clientele is for that 
reason engaged in the practice of 
medicine. Whether it is so engaged 
still depends on the existence of 
an employment relationship be- 


tween the corporation and the . 


physician. 

These are the grounds on which 
it has been alleged that a cor- 
poration is practicing medicine. 
The upshot of the foregoing analy- 
sis is to suggest narrow limits to 
the concept of practice by the 
corporation itself—to bound the 
concept in terms of the corporate 
employment of physicians. In so 
doing this analysis finds support 
in a number of recent cases deal- 
ing with the practice of optometry, 
in which courts have indicated 
that only if the optometrist was 
a corporate employee would they 
sustain a finding of corporate 
practice. And in view of the pur- 
poses of medical practice acts, the 
concept of employment may for 
purposes of the corporate practice 
rule be limited, as some courts 
have done, to cases where the cor- 
poration seeks to control profes- 
sional acts. 

Where a corporation is not a 
practitioner according to this cri- 
terion, the law still has weapons 
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with which to strike down ar- 
rangements that violate the poli- 
cies of medical practice acts and 
endanger the public. But where 
no breach of statutory law is in- 
volved, courts are not likely to 
find a violation of public policy 
except as the particular facts of 
a particular case exhibit evils 
which lead them to that conclu- 
sion. 


IV——THE ACCEPTANCE OF 
CORPORATE PARTICIPATION 
IN MEDICAL PRACTICE 


of one sort and 
another which constitute or 
may arguably constitute the corpo- 
rate practice of medicine exist in 
all parts of the country and have 
existed for many years, with the 
approval or at least the acquies- 
cence of the profession, the public, 
the law enforcement authorities, 
and the courts. This fact cannot 


fail to be persuasive in the inter- 
pretation of statutes as ambiguous 


as those underlying the corporate 


practice rule. 
It has been estimated that of 
191,000 active physicians in this 


country in 1949, about 15,000 were 


engaged in salaried clinical prac- 
tice, in addition to the 7000 in the 
armed forces and the 25,000 resi- 
dents and interns.* A recent sur- 
vey of the opinion of medical lead- 
ers reports a majority view that 
salaried practice is on the in- 
crease.? While not all the salaried 
clinical practitioners are in the 


employ of corporations, the fig- 


ures are large enough to indicate 
that practice in that capacity is 
at least no rarity. 

Nearly all public and communi- 
ty hospitals in the country, except 
very small ones, utilize salaried 
physicians as residents to render 
medical care to paying as well as 


_— guide for measuring ability to pay 
How can a hospital determine just who can and who cannot pay 


a bill? 


In an effort to provide an answer to that vexing question, the 
Hospital Council of Lackawanna (Pa.) County, has adopted a scale 
to judge eligibility for free or partially free service. — 

The guide establishes monthly resource levels below which it is 
assumed that the patient is unable to pay a hospital bill. 


The follows: 
One person 
Two people 
Three people 
Four people 
Five people 
Six people 


$125 
$155 
$190 
$220 
$245 
$270 


Beyond that point, the scale adds $20 f sai each additional person. 
The guide assumes that all of the family income is figured in the 


total, including cash, stocks, bonds, rents and other sources of 
revenue. Since some resources fluctuate, the scale is based upon 
a monthly average for a 6-month period. Wages of seasonal workers 
are averaged over a 12-month period. 

The scale is based upon gross monthly salary and wages, not take 
home pay. «.dult children who are employed and living with their 
parents are considered part of the family with two-thirds of their 
gross monthly income applied toward the family’s total. 

Two categories of patients who need help with their bills are 
recognized: “Needy patients’ and “medically needy.’ Needy pa- 
tients are defined as those who are on public assistance or whose 
resources are otherwise insufficient to cover a reasonable standard 
of living. Medically needy patients are defined as those whose 
economic level exceeds the minimum standards, but cannot afford 
‘more than a portion of the added costs of a long hospitalization. — 
adapted from the October newsletter of the Hospital Association 
of Pennsylvania. 


DECEMBER |, 1957, VOL. 31 


nonpaying patients. Many of these 
hospitals utilize and finance the 
services of specialists, such as 
pathologists and radiologists, un- 
der arrangements which for most 
purposes constitute employment. 
Hospitals of federal and state gov- 
ernments, and many of the large 
teaching hospitals both public and 
private, provide through salaried 
physicians some or all of the 
clinical and surgical service to 
their patients. The. same is true 
of institutions operated by railway 
hospital associations, a number of 
which have been operating in this 
fashion for more than half a cen- 
tury; of the 10 hospitals recently 
established by the United Mine 
Workers; and of such outstanding 
institutions as the Henry Ford 
Hospital in Detroit, and the —— 
Clinic. 

In recent years there has been 
a considerable growth of medical 
clinics and group practice centers, 
usually operating under prepay- 
ment plans, and usually providing 
service at least in part through 
salaried physicians, with salaries 


_ paid either directly by the lay or- 


ganization or through a medical 
partnership. Many colleges and 
universities provide medical serv- 
ices to their students, and some- 
times to their faculty and other 
employees. Members of medical 
school faculties practice under a 
wide variety of arrangements with 
their .schools, often sharing the 
fees in some fashion. 


SALARIED PHYSICIANS 


Most of these activities of non- 
profit’ hospitals, clinics, medical 
schools, and general institutions 
of learning are widely accepted 
as legal, as wholly ethical, indeed 
as necessary. How many of them 
constitute corporate practice un- 
der any particular definition of 
that term, it is impossible to say. 
But in sum total they constitute 
a convincing demonstration that 
there is no such sweeping con- 
demnation of corporate participa- 
tion in the provision of medical 
care as many formulations of the 
rule, and even some judicial pro- 
nouncements, would suggest. 

In addition to these activities 
of nonprofit corporations, there is 
a long history of the employment 
of physicians by business corpora- 
tions, chiefly to provide care to 
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their employees and sometimes to 
their employees’ families. This 
practice. developed first in rail- 
road, mining, lumbering, and sim- 
ilar concerns operating in isolated 
areas, which began nearly a cen- 
tury ago to employ physicians to 
provide the care that was not oth- 
erwise available. By 1900, there 
were perhaps a million and a half 
or two million persons in this 
country who were receiving all or 
most of their medical care through 
programs operated or sponsored 
by industry. 

Around the turn of the century, 
the development of more adequate 
general medical facilities began to 
lessen the need for this sort of 


industrial medical program. But . 


about the same time the advent 
of workmen’s compensation legis- 
lation, the growing need in larger 
establishments for inplant emer- 
gency and first aid service, and 
the demand for control of occupa- 
tional disease, created new needs 
for the employment of physicians 
in industry. At the present time 
the great majority of concerns 
with a thousand or more employ- 
ees have on their staffs part- or 
full-time physicians who provide 
inplant health services. The Occu- 
pational Health Program of the 
Public Health Service estimates 
that there are some 6700 physi- 
cians engaged in this sort of work, 


about 1000 of them on a full-time 
basis. 

A notable instance of industrial 
corporate practice is in the mari- 
time industry, in which the law 
not only permits but often requires 
shipowners to practice medicine. 
The United States Supreme Court 
said in one case that a physician 
in treating a seaman “was en- 
gaged in the shipowner’s business; 
it was the ship’s duty that he was 
discharging.’’!° 

Business corporations, then, do 
practice medicine. They do so ex- 
tensively, though somewhat less 
extensively than before the advent 
of prepayment and health insur- 
ance. The practice grew up from 
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christmas card 


E ALL INDULGE in the practice 

\ \ of sending Christmas and 
New Year greetings to our rela- 
tives, friends and acquaintances. 
The outlay in money for the greet- 
ing cards is often quite substantial. 
This custom is part of the Ameri- 
can way of life. I, too, exchanged 
Yuletide greetings until I realized 
that the money I was spending for 
Christmas cards could serve two 
purposes. It would still be possible 


Frank J. De Scipio, B.S., M.S., is as- 
sistant administrator, Manhattan Eye, Ear 
and Throat Hospital, New York City. 


to exchange greetings and donate 
the unused money to charity. 

The solution was simple. I wrote 
a brief message to convey my 
sentiments and had it imprinted on 
inexpensive colored paper. I pur- 


_ chased a supply of stock envelopes - 


and, thus, for a few dollars I ac- 
quired a supply of Christmas cards 
(see samples.). The amount of 
money donated. to charity was 
based on past purchases for Christ- 
mas cards and projected by a 
growing list of correspondents. 

A similar practice exists in in- 


greet and give 


by ANTHONY J. MAR 


T. BARNABAS Hospital, New York 
City, in adopting and modify- 
ing Mr. De Scipio’s idea, found 
both fund-raising and public rela- 
tions value in a “Season’s Greet- 
ings” project of manufacturing and 

selling Christmas cards. 

Last year the project was spon- 
sored by the hospital’s volunteers 
to test public reaction to the idea 
and work out the mechanics of 
manufacturing the cards. The hos- 
pital mimeograph machine, which 
reproduces material in_ several 
colors, filled the need for a method 
of mass production at low cost. 
The design was developed with a 
relatively new kind of office ma- 


Anthony J. Maranga, B.B.A., MS., is 
administrative assistant, St. Barnabas 
ee for Chronic Diseases, New York 

ity. 


chine that produces stencils or 
plates from practically any graphic 
material. 

Two stencils were cut with this 
machine. One stencil consisted of 
the phrase “Merry Christmas’”’ 
in modified old English lettering— 
to be mimeographed in red ink on 
the face of the card. The second 
stencil consisted of a sketch of the 
hospital to appear on the left, and 
a message explaining the donor’s 
charitable purpose to appear on 
the right of the inside portion of 
the card (see samples). 

The hospital was able to pur- 
chase a good grade of prefolded 
mimeograph paper and envelopes 
at a reasonable cost and 500 greet- 
ing cards were printed and placed 
on display in the hospital’s gift 
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necessity, from the lack of health 
facilities in outlying regions; it 
has continued from convenience. 
If the corporate practice of medi- 
cine were forbidden by statute, 
neither convenience nor necessity 
could justify a violation of the 
law. If it is forbidden only when 
it violates public policy, either 
necessity or convenience may jus- 
tify such practice when there is 
no serious threat of harm. 


FEW CASES ON THE ISSUE 


These extensive and long-con- 
tinued practices of corporations, 
both. profit and nonprofit, in the 
provision of medical care have, of 
course, been involved in cases be- 


fore the courts on innumerable 
occasions. Comparatively few of 
the cases, however, have directly 


involved the legality of the oper- 


ations, and still fewer have dealt 
with this question explicitly. 

In the case of nonprofit corpora- 
tions every decision of any appel- 
late court which has considered 
the question has_ sustained the 
legality of the operations, includ- 
ing the legality of making avail- 
able the services of physicians 
who are either on salary from 


the corporation or under other 


contractual arrangements with it. 
Sometimes the basis of decision 
has been that the legislature has 
affirmatively authorized nonprofit 


hospitals or similar institutions to 
practice medicine; sometimes it 
has been that the arrangements 
did not violate the policies under- 
lying medical practice acts, and 
that the corporations themselves 
were not in fact practicing medi- 
cine because the physicians were 
independent gontractors. 

The courts of New York State, 
as noted above, have long been 
committed to the former view, 
that nonprofit hospitals enjoy an 
affirmative authority from the leg- 
islature to employ physicians to 
practice medicine, and thus a 
legislative immunity. the 
corporate practice rule. Similar 
wiews have been expressed by the 


dustry, whereby a firm’s year-end 
bonus is donated to charity. All of 
us do not have undistributed pro- 
fits to donate, but we can lend new 
meaning to the familiar practice 
of sending Christmas cards. 

A few of my colleagues have 
adopted this idea and others are 


contemplating doing so. If enough 


of us in the hospital field were in- 
clined to send such modest greet- 
ing cards and donate the surplus 
to charity, some of the money 
would find its way into the general 
funds of our hospitals. ,,... 


In this 


shop. Within a short time these 
were “sold” at 10 cents each for 
a total gross return of $50. Costs 
incurred, exclusive of the mimeo- 
graph operator’s time and other 
overhead expenses, amounted to 
‘$10 which was spent for paper and 
envelopes. No doubt, a greater vol- 
ume of production will decrease 
costs further. 

Last year’s limited pilot project 
disclosed the following advan- 
tages: (1) Under this novel meth- 
od of fund-raising all individuals 
and organizations in the commu- 
nity become potential contributors; 
(2) Because most people exchange 
‘greeting cards each year, potential 
contributors may eventually sup- 
port the hospital on a continuing 


basis; (3) The purchasers of the - 
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cards actually economize as their 
donations to the hospital are prob- 
ably allowable deductions for in- 
come tax purposes; and (4) The 
program supplements the public 


relations activities of the hospital 
as both senders and recipients of 
these greetings are made aware 
of the hospital, its objectives and 
needs. . 
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attorneys general of Connecticut 
and North Carolina. A decision of 
the Supreme Court of Texas adopt- 
ed much the same position, but 
its authority has been shaken by 
later cases and the status of sal- 
aried practice in the nonprofit hos- 
pitals of that state is seriously in 
doubt. 


“INDEPENDENT” SALARIED DOCTORS 


The other rationale depends 
upon a holding that the acts of 
physicians associated with corpo- 
rations—sometimes even salaried 
physicians—are not to be attrib- 
uted to the corporation. In two 
jurisdictions, Missouri and Nebras- 
ka, the courts seem to follow this 
rationale even in the case of 
profit-making corporations, and 
thus to reduce the corporate prac- 
tice rule almost to a nullity. In 
the District of Columbia and Cali- 
fornia, and seemingly in the state 
of Washington, this approach has 
also been relied upon to show that 
the corporation itself was not 
practicing medicine, but has been 
relied on only in conjunction with 
a finding that the operation of 
nonprofit clinics did not violate 
public policy or the purposes of 
the medical practice acts. 

To this list of states should be 
added South Dakota, in which the 
decision condemning a profit- 
making clinic gives reason to sup- 
pose that a bona fide nonprofit 
hospital would meet a different 
fate; and Minnesota, in which as 
noted above the attorney general 
found the _ dilistinction between 
profit and nonprofit corporations 
to be controlling. 


ATTORNEY GENERAL OPINIONS 


Against these decisions and 
opinions must be weighed attor- 
ney general opinions in recent years 
in Colorado, Florida, Idaho, Iowa, 
Ohio and West Virginia, and a dis- 
trict court decision in Iowa, holding 
illegal the utilization of patholo- 
gists and radiologists by nonprofit 
hospitals under arrangements 
which were held to constitute 
corporate practice of medicine.!! 
These opinions have followed 
the traditional line of reas- 
oning, that since the legislature 
has not authorized corporations to 
practice medicine they are forbid- 
den to do so, and have paid little 
attention to the different consider- 
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ations of policy that apply to 
profit and nonprofit corporations. 
Nor do these opinions evidence 
much consideration of the grounds 
upon which the practice of medi- 
cine by pathologists and radiolo- 
gists (assuming their work to con- 
stitute the practice of medicine) 
is to be attributed to the hospitals, 
so as to render the hospitals also 
practitioners. Aside from their 
vulnerability on these grounds, 
these opinions would appear to 
prove too much, for their reason- 
ing, if followed to its logical con- 
clusion, would result in striking 
down many accepted practices 


both in public and community 
hospitals and in other institu- 
tions,!? 


Much the same comments may 
be made upon the Iowa district 
court decision. That decision had 
been appealed to the state su- 
preme court, but. the appeal was 
withdrawn after the enactment of 
legislation which had been agreed 
upon, by way of compromise, by 
the hospital and medical associa- 
tions.43 For such authority as it 
may carry, however, this decision 
of the trial court stands as the 
one judicial pronouncement hold- 
ing illegal the practices of bona 
fide community hospitals on the 
ground that corporations are prac- 
ticing medicine. 

In addition to these judicial and 
administrative opinions dealing 
directly with the legality of the 
practices of nonprofit corporations, 
there is a considerable body of 
“secondary evidence’ which bears 
upon their legality. 


HOSPITAL LIEN LAWS 


The search for evidence pro or 
con in any given state requires 
examination of many statutes 
which may provide clues to legis- 
lative intent. Generally these stat- 
utes, unlike court decisions, are of 
no significance outside the partic- 
ular state, but there is one kind 
of statute found in enough juris- 
dictions to be worth noting. In 
approximately 20 states there are 
laws giving to a hospital a lien 
upon a patient’s cause of action 
for personal injury, to enable the 
hospital to collect its charges, not 
only for hospitalization, but also 


for treatment. These statutes are 
strong evidence that the legisla-_ 


tures of these states deem it proper 


; 


for hospitals to furnish medical 


services in some circumstances, 
and to collect their charges there- 
for. Even if these statutes do not 
fully specify the circumstances in 
which this is proper, they effec- 
tively answer the contention that 
medical practice by hospitals is 
always and under all. circum- 
stances illegal. 

Another important item of “sec- 
ondary -evidence” is the many 
cases in which courts have en- 
forced claims by hospitals to be 
paid their charges for medical 
services. Even though the de- 
fense of illegal corporate practice 
has not been raised, it would be 
incumbent upon the courts to de- 
ny recovery if the services had 
been illegally rendered; for illegal- 
ity, if of a serious nature, need 
not be pleaded and cannot be 
waived. Such judicial pronounce- 
ments as the following are thus of 
great significance for our pur- 
poses: 

“When an injured employee 
under the [Workmen’s] Com- 
pensation Act goes to such a 
hospital and does not select a 
physician, the payment to the 
hospital of its charges includes 
the expenses of nurses.and phy- 
sicians, and the insurer is not 
required to pay the physician 
who is a member of the staff for 
his services.’’!4 
The most numerous cases touch- 


ing upon hospital-physician rela- 
tionships are malpractice cases, in 
which it is sought to hold a hos- 
pital liable for the alleged negli- 
gence of a physician. Generally 
these cases throw no light upon 
the legality of the relationships 
involved. In a few such cases, 
however, courts have declared that 
hospitals are under a duty to fur- 
nish medical services in certain 
exigencies, such as a _ medical 
emergency occurring to an inpa- 
tient while the attending physician 
is absent. Such declarations are 
inconsistent with the corporate 
practice rule as it is often stated; 
for plainly a hospital is not act- 
ing illegally in furnishing medical 
care in compliance with a legal 
duty to furnish it. 

When we turn to the decisions 
relating to profit-making corpora- 
tions, we find a general condemna- 
tion of those that offer medical 
services to the public at large, but 
a reasonably consistent—albeit 
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usually tacit—judicial acquies- 
cence in such medical activities 
as, for example, service-to em- 
ployees and their dependents. In- 
dustrial medicine in one form and 
another has been in existence for 
nearly a hundred years, virtually 
unmolested by the corporate prac- 
tice rule. It seems unlikely that 
the courts of any state would sus- 
tain a criminal prosecution of an 
employer for providing health 
services, by any of the usual 
means, to persons in his employ. 


V—CONCLUSION 


. DEALING with the corporate 
practice of medicine we are 
faced by two facts which are ex- 
ceedingly difficult to reconcile. 

The first is that courts have 
said over. and over again that 
corporate practice of medicine, 
dentistry and the like is illegal. 
The second is that, with the 
knowledge and acquiescence of all 
concerned, there are corporations 
in every state of the union which 
are hiring physicians to practice 
medicine, and which are furnish- 
ing through physicians a -consid- 
erable portion of the medical care 
of the American people. 

-It is hardly possible that these 
two facts can continue indefinite- 
ly to co-exist. Either there must 
be an upheaval in the organiza- 
tion of medical care, or the law 
must be restated in better har- 
mony with the organization of 
care as it exists today. If the law 
is to change, one obvious route is 
through state legislation, and this 


would indeed be the only route 
if legislatures had really fixed the” 


rules governing the corporate em- 
ployment of physicians. But this, 
for the most part, legislatures have 


not done. The rules as they have 


been pronounced are in the main 
judicial extrapolation from a very 
small statutory base—guided, no 
doubt, by the underlying policies 
of medical practice acts as applied 
to quackery and commercializa- 
tion, but quite inappropriate to 
community hospitals and other 
essential elements in the provision 
of medical care. 

Under these circumstances it is 
within the province of the courts 
-to re-examine the rules and to 
adapt or modify them so that they 
will cease to be a threat to those 
forms of practice which are gen- 
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erally accepted as legitimate and 
proper. While there may be differ- 
ences of opinion about particular 
uses of the corporate mechanism 
in connection with medical prac- 
tice, it can hardly be contended 
that undiscriminating condemna- 
tion of all salaried corporate prac- 
tice represents either a reasonable 
rule of law or (unless in a very 
few states) a rule consciously laid 
down by the legislature. 

Several routes are open to the 
courts. to achieve a more reason- 
able result. In some states they 
can find that statutes providing 
for the incorporation or the li- 
censure of hospitals have created 
special rules for corporations of 
this kind, or for such of them as 
are organized not for profit. In 
most states the courts can recog- 
nize that the policies underlying 
the medical practice acts are con- 
trolling, rather than any specific 
statutory language; that there is 
no rigid rule which they are com- 
manded to enforce; and that the 
result in any given case should 
depend upon the presence or ab- 
sence of the evils which the legis- 


’ lature has sought to end. Finally, 


in all states, the courts can find 
that in. the absence of control over 
the manner and means of perform- 
ance of a physician’s duties there 
is no corporate act and so no cor- 
porate practice of medicine. Each 
of these solutions has important 
judicial support. Each of them 
leads to results in harmony with 


practices widely accepted through- 


. out the nation. 


\ 
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who may become a disruptive influence on an open ward. In a sur- 
prising number of cases, however, they too can be treated in such 


a setting.” 
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adventures 
in hospital administration 


UFFETED BY SNOW, imprisoned 

by frozen waterways and be- 
low zero temperatures, Uranium 
City, Saskatehewan, Canada, is 
accessible only by air for eight 
months of the year. Despite its 
isolation, however, the little city 
—living up to its atomic-age 
name—has built a modern well- 
equipped community hospital to 
serve its 2500 citizens. 

Because of the inaccessible loca- 
tion and frigid climate, the hos- 
pital faces many special adminis- 
trative problems. These problems 
began in fact before a patient was 
ever admitted, with construction 
of the hospital facility. Located 
approximately 500 miles north 
of Prince Albert, Saskatchewan, 
Uranium City is on the north shore 
of Lake Athabaska. During June, 
_ July, August and September build- 
_ ing materials for the hospital were 
able to be transported by water. 
When the water navigation season 
closed, however, the balance of 
the construction material and hos- 
pital furnishings had to be flown 
in by air freight. This transporta- 
tion problem is reflected in the 
nearly $35,000 per bed cost of the 
hospital. 

The tremendous extremes of 
temperature between the summer 
and winter months also posed 
construction problems. It was 
necessary to manufacture the 
cement blocks used in the con- 
struction on location. Both the 
main hospital building and the 
separate staff residence are fin- 
ished with white stucco. 

The hospital’s 25 beds include 
six single or isolation rooms, eight 
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a flying visit 


to Municipal Hospital, 


Uranium City, Saskatchewan 


two-bed rooms, and one three-bed 
children’s ward. The nursery pro- 
vides 14 bassinets and an incuba- 
tor. Six of the hospital’s beds are 
reserved solely for maternity pa- 
tients. As the hospital facilities are 
adequate for a 55-bed hospital, 
two additional 15-bed wings can 
be added without overcrowding 
any of the ancillary departments. 
A business manager tends to the 
financial end of the hospital’s ad- 
ministration. All of the hospital 
accounting, billing, collection of 
accounts, and ordering of food goes 
through the business office. The 
hospital’s matron-superintendent 
orders drugs, medical and surgical 
supplies, and other items for hos- 
pital use. She is also in charge of 
organizing both the nursing and 
domestic staffs. Since the hospital 
is owned by the Municipal Cor- 
poration of Uranium City and Dis- 
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trict, final policy decisions are 
made by the Municipal Council. 
The total staff of 25-bed Muni- 
cipal Hospital is 22 persons: the 
matron-superintendent, the busi- 
ness manager, an Office clerk, six 
registered nurses, four nursing 
aides, a laboratory and x-ray tech- 
nician, a laundress, two maids, two 
cooks, two kitchen helpers, and a 


‘maintenance engineer. As the hos- 


pital does not employ a dietitian, 
the matron approves and recom- 
mends menus for patients and 
plans a limited number of special 
diets. 

Two Uranium City doctors co- 
operate with a doctor from an- 
other mining center in providing 
medical care for the 5000 people of 
the city and district. The few pa- 
tients they cannot serve are sent 
to specialists in one of the larger 
cities. 
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MUNICIPAL Hospital's central nursing station is located where 
the main hospital corridors meet. The nurse at this desk is 
at a vantage point for a quick check of the entire hospital. 
She can see down one of the corridors past the offices to the 
entrance, or she can look down double corridors to the wards, 


(Continued) 


BOTH THE hospital and the staff residence are heated by steam heat. Water is heated in automatic boilers and then piped throughout 
the hospital. The hospital has its own water system, the water being pumped from a small river about a quarter of a mile away. This 
water, brought through heavily insulated pipes (another climate-caused problem) to the hospital building, is chemically treated and 
chlorinated before use. A septic field has been provided for disposal of all waste products. Oil is the fuel used in the giant boilers. 


DURING the four months of the water navigation season cases of 
canned fruits, vegetables, juices, butter and other staples are shipped 
to the hospital in Uranium City by barge for use during the entire 
year. The food is kept in two large storerooms. These supplies are 
supplemented by orders of meat and fresh produce flown in weekly. 
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THE HOSPITAL'S spacious kitchen is equipped with a com- 
bination refrigerator and walk-in cooler, cupboards and 
counter space along one wall, and the sinks and accompanying 
units along the opposite wall. Adjacent to the kitchen is a 
room for a dishwasher, which will someday be provided. 
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OPENING into the hospital's waiting room is the business office 
which is occupied by the business manager and a clerk-typist. 
All patients are required to check at this desk before ad- 
mission or outpatient treatment and again when they leave. 


(ABOVE) The laundry is self-contained with washing, drying, man- 
gling and ironing facilities. All hospital laundry plus staff uniforms 
are laundered here. (RIGHT) All x-rays are done and the plates 
developed at the hospital in the x-ray department. As there is no 
radiologist in the area, members of the medical staff interpret most 


MORE THAN 50 per cent of the admissions to the hospital in 
Uranium City are male patients (below). Many of these are accident 
cases from the uranium mines. Although the mines have safety 
programs there are still a number of accidents—many of a minor 
nature which do, however, require hospitalization. Infants and 


THE SURGICAL wing of the hospital consists of a fully equipped 
operating room and the central supply department. The emer- 
gency room is also located in the surgical wing. Across the hall 
from the operating room are the delivery and labor rooms. 


of the x-rays. Some plates are forwarded by the doctors to larger 
cities in the province for further readings. In an adjoining labo- 
ratory, routine blood tests and urinalyses are done. Tissue speci- 
mens, however, are sent away to the pathological service at 
the Saskatchewan Department of Public Health for examination. 


their mothers also make up a large percentage of the hospital's 
patients. Uranium City’s newest citizens are cared for in the 
14-bassinet nursery pictured at the right. Few chronic cases are 
admitted to the hospital; therefore the turnover rate is very high. 
Percentage of occupancy usually ranges from 60 to 80 per cent. 
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personne orograms: 


a down-to-earth evaluation 


& 


FOLLOWING factors for eval- 
uating personnel departments 
and their directors are not the 
type usually suggested for such 
evaluations. Practically, however, 
these factors represent methods 
hospital administrators do use to 
evaluate the work of personnel 
departments. 


MORALE FACTOR 


The first general area which can 
be effected by the personnel de- 
partment is the morale of the 
organization. The following are 
specific decision areas that a per- 
sonnel department can _ utilize 
either to improve or lower morale: 
>» 1. Personnel department's function 
To check all references prior to 
employment and eliminate unsat- 

isfactory applicants. 


Administrator’s criterion (method of 


evaluating personnel department's suc- 


cess in carrying out above function) 
Number of problems to be re- 
solved by hospital administration 
because of a failure to follow pro- 
cedure or inability of personnel 
department to properly assess 
references. 

> 2. Function 

Determination of motives and 
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The author discusses criteria ad- 
ministrators actually use to evaluate 
the success with which the personnel 
department carries out its assigned 
functions. 


. facts in individual employee prob- 


lems and the reliability of a de- 
partment head’s report to the 
administration of the facts in- 
volved. 

Administrator’s criterion 

Accuracy with which personnel 
department reports motives and 
facts in many different situations 
is a measure of objectivity and 
reliability of personnel depart- 
ment in assessing personnel prob- 
lems. 

> 3. Function 

Locating morale problems in hos- 
pital. 

Administrator’s criterion 

Degree of consistency with which 
hospital administration is fore- 
warned of personnel problems that 
will be referred to it. 

> 4. Function 

Ability of personnel department to 
refer problems back to department 


heads for solution when organiza- 


tion procedures indicate this is the 
proper policy. 
Administrator's criterion 

Lack of complaints from depart- 


ment heads about the personnel 
department usurping their author- 
ity. 

> 5. Function 

Ability of personnel department to 
interpret personnel policies of the 
hospital to department heads and 
individual employees. 
Administrator’s criterion 

Frequency with which hospital ad- 
ministration must interpret per- 
sonnel policies to department 
heads and individual employees 
and adjust incorrect decisions of 
the personnel department. 

> 6. Function 

Ability of personnel department 
to refer to department heads only 
prospective employees with proper 
job qualifications. 

Administrator’s criterion 

Lack of complaints to hospital 
administration from department 
heads regarding the pergonnel 
department’s and 
knowledge of job requirements. 


COORDINATION AND CONTROL 


The organizational factors which 
relate to both the degree to which 
the hospital’s purposes are ac- 
complished and the efficiency of 
hospital operation are those con- 
cerning coordination and control. 
The following decision areas are 
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the responsibility of a personnel 
department: 

> 1. Function 

To operate general orientation 
programs for new employees. 
Administrator's criterion 

Hospital employees know to whom 
they are accountable and the 
proper place to refer problems. 

> 2. Function 

Control of visual aids used in the 
hospital by more than one depart- 
ment: 

Administrator's criterion 

Equipment available and in work- 
ing order when needed. 

> 3. Function 

To initiate and maintain individual 
personnel records. 

Administrator's criterion 

Lack of complaints from depart- 
ment heads as to the accuracy and 
completeness of personnel records. 
> 4. Function 

To coordinate functional activities 
larger in responsibility than a sin- 
gle department—such as safety 
and disaster programs—as_ as- 
signed by hospital administration. 
Administrator's criterion 
Activities achieve purpose for 
which they were originated. 

5. Function 

Maintenance of records for ad- 
ministrative purposes, such as em- 
ployee turnover, position controls, 
etc. 

Administrator's criterion 

Such records are submitted to ad- 
ministration promptly at required 
times. 

> 6. Function 

Ability of personnel department 
to work with department heads in 
recruitment activity. 
Administrator's criterion 

Reports to administration from 
deparfment heads and personnel 
director regarding progress with 
recruitment program. 

> 7. Function 

To assist in the continual improve- 
ment of process of communication. 
Administrator's criterion 
Administrative follow-up and re- 
ports from department heads can 
indicate communication failures 
originating in personnel depart- 
ment. 


EFFICIENCY OF OPERATION 


The organizational factors that 
are related primarily to the oper- 
ating efficiency of the personnel 
department as it effects total hos- 
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pital operation are the following: 
> 1. Function 

To control the hiring of personnel 
only as authorized by a budget and 


position control. 
Administrator’s criterion 


No additional positions are cre- 


ated without the approval of the 
hospital administration and the 
salary budget is maintained. 

> 2. Function 

To approve payrolls to insure the 
maintenance of equitable and 
fairly administered personnel poli- 
cies for all hospital personnel. 
Administrator’s criterion 

As individual personnel problems 
are studied by the hospital ad- 
ministrator no previous injustice 
had been done to the employee. 

> 3. Function 

To advise on the adequacy of ex- 


isting salary levels for all posi- 


tions at budget time. 

Administrator's criterion_ 

Availability of information on 
local labor market for each de- 
partment as budget is developed. 
> 4. Function 

Personnel department able to main- 
tain own departmental budget. 
Administrator's criterion 

Deviation of departmental ex- 
penses from budgeted expenses 
caused by inability of department 
to anticipate expenses, i.e., ex- 
pense for employee booklet to be 
revised and published during fiscal 
year. 

In addition to the specific func- 
tions and administrative criteria 
which can be derived from the 
two basic principles of any organ- 
ization, there are several other 


‘comments that should be made 


regarding personnel evaluation. 
In operation most personnel direc- 
tors claim credit for any reduction 
in the employee turnover rate. 
Basically, however, the employee 
turnover rate is an excellent ad- 
ministrative criteria for the evalu- 
ation of all department heads ex- 
cept the personnel director. 

In any organization the final 
responsibility for the acceptance 
or rejection of a new employee 
should rest with the department 
head in whose department he is 


to be employed. While the per- 


sonnel department can assist the 
department head in carrying out 
this function it cannot relieve 
them of the responsibility. This 
does not deny the fact that a job 


can be oversold to a prospective 
employee, but either the person- 
nel department or department. 
head can create this false impres- 
sion. Beyond this point turnover 
is the department head’s respon- 
sibility. 

In the day-to-day operation of 
a hospital, an administrator devel- 
ops a set of criteria to evaluate the 
work of all department heads. 
The following criteria, in one form 
or another, can be applied to the 
personnel director: 
1. The degree of confidence and 
support given the personnel direc- 
tor by other department heads be- 
cause they respect the job per- 
formance and ability of this 
person. The converse of this point 
is criticism of the personnel direc- 
tor generally or because of specific 
examples of decision making. 
2. Decisions which show that the 
personnel director knows when 
and to what extent to compromise 
goals of the organization with the 
needs of the individual employee 
by recommending that exceptions 
be made to existing personnel 
practices. 
3. The ability to discriminate be- 
tween facts and hearsay and to 
know how to use the proper meth- 
ods to ascertain the facts in 
specific cases. 
4. To stop lobbying activities for 
any specific program after an ad- 
ministrative decision been 
made. Correct technique should 
be used for gaining acceptance of 
an idea prior to the time of the 
actual decision. 
5. The ability to remain silent 
when necessary timing of the re- 
lease of information to the hos- 
pital organization is important. 
6. To follow through on tasks and 
decisions when assigned by ad- 
ministration or when a function 
arises through interdepartmental 
activity. | 
7. To demonstrate self-reliance 
and assurance in decision making. 

The extent to which an indi- 
vidual personnel director meets 
both the specific and _ general 
criteria will vary with the hos- 
pital problems of each institution. 
The competence of other depart- 
ment heads, the size of the hos- 
pital and the economic condition 
of the community, of course, all 
effect the degree to which the 
criteria can be met. " 
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POLLING PATIENTS AND PERSONNEL-—part 


what 
personnel 
say about 


nursing care 


by FAYE G. ABDELLAH 


and EUGENE LEVINE | 


HAT ASPECTS of patient care 
do personnel feel are being 
neglected? What unfulfilled pa- 
tient needs do doctors, adminis- 
trators, and nursing personnel con- 


sider most significant? Are these . 


- needs the same as those perceived 
by patients? | 

To answer these and other ques- 
tions the Public Health Service 
surveyed approximately 10,000 
hospital administrators, doctors, 
and nursing personnel who re- 
ported aspects of nursing care that 
they felt were being omitted or 
could be improved. Hospital per- 
sonnel reported three to four times 
as many unfulfilled patient needs 
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table 1——Number of participants, study of patient care, 


1956 
Participants Number 
Hospital administrators 155 
Doctors 2083 
Supervisors and head nurses | 1147 
Professional staff nurses 
Professional nursing students 1380 
Practical nurses 4053 
Nursing aides and orderlies 1981 
table 2——Average scores of participants, study of patient 
care, 1956 
| Participant Average score 
Doctors 27.2 
Nursing administrators, supervisors, 
head nurses, instructors 48.2 
Professional staff nurses 44.6 
Professional nursing students 44.4 
Practical nurses 34.6 
29.8 


Nursing aides and orderlies 


In this third article of a four part 
series, the authors report what 10,000 
hospital administrators, doctors and 
nurses had to say about patient care in 
a recent Public Health Service-Ameri- 
can Hospital Association study. In 
Parts I and II of this series, (No- 
vember 1 and 16 issues) the authors 
recorded patients’ reactions to their 
nursing care. In Part IV, to be pub- 
lished in the Journal’s December 16 
issue, the authors will discuss ways in 
which hospitals have improved patient 
care. 


on their check lists as did pa- 
tients.* (See Table 1, above, for 
number of participants in each 
category. ) 

Higher reporting of unfulfilled 
needs by personnel, however, is 


*Patients’ needs reported in Parts I 
and II of this series. 


probably due to the fact that in 


filling out their check lists they 
were concerned with all the pa- 
tients under their care, while a 
patient’s check list reflects only 
his own care. Thus, among per- 
sonnel, nursing administrators and 
supervisors reported the highest 
number of unfulfilled needs—doc- 
tors the smallest number. 

Table 2, (above), shows the 
average scores of the different 
categories of personnel in the 
study. Contrary to the usual man- 
ner in which the test scores have . 
been reported in this series of arti- 
cles, a high score indicates a poor 
situation, while a low score indi- 
cates a satisfactory situation. 

This score is a number that 
shows not only the number of un- 
fulfilled needs that occurred, but 
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also accounts for the importance 
of the need. For example, an un- 
fulfiNed need like: “Patient had to 
wait too long for bath” has small 
importance from personnel’s view- 
point, and gets a value of 1 in the 
score. At the other extreme, ‘‘Post- 
op or critical patient left unat- 
tended for a long time’’, an unful- 
filled need of greatest importance 
to personnel, has a rating of 5 in 
the computation of the score. The 
lowest score a participant can re- 
ceive is 0—the highest 150. 


SIMILAR NEEDS PERCEIVED 


Many unfulfilled needs reported 
by patients most frequently were 
also reported by personnel. The 
noise in hospital rooms and cor- 
ridors was the top event reported 
most frequently by patients and 
personnel. Other similarities of 
reporting related to cold food being 
served to patients; awakening pa- 
tients too early; and poor ventila- 
tion in rooms. 

There was also close agreement 
among personnel as to what spe- 
cific needs were not being ful- 
filled (Table 3, right). All per- 
sonnel (hospital administrators, 
doctors, and nurses) agreed that 
the nurse was given too much work 
to do; that the patients had to, wait 
too long to have lights answered; 
that patients making noise dis- 
turbed other patients; and that 
patients complained about being 
awakened too early. 


MORE INFORMATION, PLEASE 


Hospital administrators reported 
the same top events most fre- 
quently as other hospital person- 
nel with the addition of the event, 
“Insufficient information given 
about the patient’s condition’. A 
hospital administrator of a non- 
proprietary hospital with 300 pa- 
tients stated: 

“Our nursing situation is compli- 
cated by the large number of part- 
time nurses and by the employment of 
nurses known to be available for only 
a short period of time. They are here 
too short a time to learn about their 
patients.” 


“Visitors interfered with treat- 
ments or medication’, was among 
the top events reported by hospital 
administrators. (This was also re- 
ported frequently by practical 
nurses, nursing aides and order- 
lies.) A hospital administrator of 
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table 3——Average per cent of personnel reporting occurrence of 


each event, by type of personnel, study of patient care, 1956 
(Events in rank order for professional staff nurses within each 


category) 


Per cent of personne! 


Hospitol 


Category and Event “an 
admin. 


Prof. 
Doctors head nurses, 
ond instrs. 


Practice! Nrsg. aides 
nursing on 
students orderlies 


Cerrying Out Werk Assignments 


Administering Therapy te Potients 
5.* Patient had to wait too long 
to have light answered. 50 31 
26. Patient's room too cluttered 
— interfered with treatment. 48 16 
34. Patient got out of bed 
against orders. 48 31 
13. Patient left without signal 
cord within reach. 4) 10 
9. Equipment for patient not 
working correctly. 37 14 
37. Patient went too long with- 
out urinating or bowel 
movement. 37 8 
49. Patient not screened during 
medication, treatment, or 
rounds. 
25. Could not find medication 
or equipment needed. 35 7 
31. Patient did not get medica- 
tion on time. 31 14 
1. Bed not made comfortable 
for a patient. 27 10 
2. Patient not properly pre- 
pared for special treat- 
ments. 24 14 
17. Patient not given needed 
help with tray, urinal, etc. 24 13 
23. Patient had to wait too long 
for treatment or surgery. 24 14 
10. Patient with communicable 
disease not properly 
isolated. 19 5 
35. Dressing not changed at 
proper time. 19 6 
3. Post-op or critical patient 
left unattended for a long 
time. 15 5 
38. Patient not given needed 
treatment. 12 8 
8. Patient did not receive ; 
needed medication. 1 13 
45. Patient placed in wheel 
chair without sufficient 


21. Nurse given too much work 
to do. 59 28 
33. Nurse wos assigned too 
much clerical or desk work. 
22. Insufficient information 
given obout the potient’s 
condition. 39 21 
4. Student nurse or aide 
assigned duties beyond 
her capobilities. 22 
30. Aide had too much cleaning 
to do. 21 5 
29. immediate supervisor 
ignored report of patient's 
difficulties. 9 6 


50 21 


> 
44 56 63 37 32 


16 45 46 40 33 
19 50 50 43 41 


14 42 43 29 23 


' 18 34 34 30 24 


20 34 35 28 23 


16 45 36 26 20 


22 34 24 19 14 


19 27 20 14 13 


45 65 53 46 


38 58 25 24 23 


7 10 ~ AQ 10 W 


“Refers to item number on check list. 


a church hospital with 250 patients 
stated: 


“I have made every effort to en- 
courage flexible visiting hours — but 
regardless of what policy we have, 
visitors continue to be. a_ perennial 
problem!” 


Many hospital administrators 


stressed the importance of better 
orientation for all hospital em- 
ployees. They felt that this was 
one way to improve patient care. 


NO TIME FOR NURSING 


Doctors were most vocal about 
nurses not having time to do nurs- 
ing care because of the volume of 
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| 
19 27 38 23 17 
26 38 39 17 15 
13 32 26 16 16 
24 34 25 14 1 
- 15 15 18 18 
7 18 19 16 13 
13 15 11 13 10 
8 13 11 9 8 
18 18 9 10 10 
4 10 7 8 
17 2) 
22 25 
9 38 


paper work that seemed to be re- 
quired. A doctor in a nonproprie- 
tary hospital with 200 patients 
expressed it this way: 


“It is my. feeling that nurses are 
overburdened with clerical work, much 
of which is recording information in 
outdated methods on records that have 
questionable value.” 
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(Continued ) 
Per cent of personne 
Category ond Event Hospite! Practicot | cides 
odmin. Doctors head nurses nurses and 
nurses students orderiies 
iM. Providing Needed Supportive 
Care to Patients 
50. Patient did not get enough 
attention from nurse(s). — 40 17 25 46 37 27 23 
27. Patient not informed about 
treatment or medication. 31 17 14 a 30 | 16 14 
19. Nurse was unfriendly to 
patient. : 17 15 16 20 18 15 ag 
IV. Contacting Patient's Family and 
Friends 
24. Visitors interfered with 
treatments or medications. 43 20 20 41 42 37 31 
V. Providing Needed Help and Equip- 
ment for Elimination 
42. Patient given cold bedpan. 59 13 13 49 74 45 38 
44. Bedpoan not brought to 
patient promptly. 30 16 22 34 37 19 17 
28. Patient did not get help to 
bathroom when needed. 17 120 12 20 15 13 W 
Vi. Providing for Needed Comfort 
ond Safety Meosures 
16. Soiled bed not changed 
promptly. 31 10 19 32 37 25 23 
12. Patient not positioned 
correctly in bed. 29 12 17 40 39 16 16 
40. Side rail{(s) left down on 
bed of patient who needed 
it up. 24 17 7 30 22 19 17 
Vil. Meeting. the Patient's 
Aesthetic Needs 
36. Patient did not receive 
adequate mouth care. | 36 6 12 39 44 23 15 
32. Patient had to wait too : 
long for bath. 34 12 14 38 42 23 18 
18. Patient not given a.m. or : 
p.m. core. ee 6 7 27 22 14 13 
Relaxation 
43. Patients making noise dis- 
turbed other patients. ; 68 45 4) 67 71 59 56 
14. ~Patient’s room too chilly 
or too ‘warm. 51 22 21 45 51 40 37 
47. Patient complained about 
. being awakened too early. 48 21 27 45 46 48 46 
6. Personnel talked too 
' loudly and disturbed 46 39 35 57 39 . 35 26 
patients. 
IX. Providing Needed Nourishment 
fer the Patient 
15. Intake and output sheets 
were not completed. 56 7 28 - $6 56 34 24 
20. Patient's fluid intake 
and output were inade- 
quate. 44 7 23 43 49 28 16 
46. Patient unable to reach 
drinking water. 36 14 18 42 43 } 25 22 
11. Cold food served to 
patients. 35 17 30 39 46 28 24 
39 Patient did not have needed | 
drinking glass or straw. 31 9 12 24 35 21 18 
7. Patient did not get fresh 
drinking water. 28 5 15 20 29 16 15 
41. Patient did not receive 
j food on time. } ee 10 14 26 32 20 20 
48. Patient rolled up too long : 
before trays arrived. 7 7 5 10 10 9 9 


A doctor in a large teaching 
hospital stated: 


“The greatest difficulty in our hospi- 
tal so far as patient care is concerned 
is the enormous amount of reports and 
records required of nursing personnel 
at the expense of good nursing care.” 


Doctors, like hospital adminis- 


trators and nurses, were keenly 
aware of the noises made by other 
patients, personnel, and hospital 
equipment. Many proposed group- 
ing of patients who made noise; yet 
others—more concerned with effi- 
ciency—proposed that grouping of 
patients be based upon the pa- 
tient’s illness. A doctor in a small 
proprietary hospital stated: 


“Much of the noise made by patients 
could be reduced by grouping patients 
according to acuity of illness rather 
than by diagnosis.” 


Another doctor said: 


“Grouping of patients with similar 
illnesses is desirable. It will increase 
the efficiency.” 


One of the top 10 most fre- 
quently reported unfulfilled needs 
of patients observed by doctors 
was that patients did not receive 
their medications on time. Like- 
wise, doctors and nursing adminis- 
trators reported that patients did 
not get enough attention from 
nurses. 


A resident in a large teaching 


hospital said: 


“As R.N.’s are pulled away from 
patients to do nonnursing tasks, there 
can be no other result but a loss in the 
personal touches that make a patient 
comfortable.”’ 


Another resident said: 


“Too little time is spent teaching 
prospective nurses methods of promot- 
ing the comfort of the patient, and the 
compassion which motivated Florence 
Nightingale.” 


PART-TIME PERSONNEL PROBLEMS 


As for the hospital. administra- 
tive personnel, part-time nursing 
personnel presented a continuing 
problem to the nursing administra- 
tor in orientation, supervision, and 
replacement. A nursing service di- 
rector said: 


“Part-time help dictate the hours 
they want to work. They take little in- 
terest in their jobs and leave us in the 
lurch.” 


A supervisor in a small proprie- 
tary hospital expressed it this way: 


“Our part-time employees are out 
of proportion to full-time employees. 
This makes it difficult to plan for con- 
tinuous staffing.” 


The tremendous increase in aux- 
iliary personnel during the past 


decade has also increased the prob- 
lems of supervision. Those who 
are responsible for supervising pa- 
tient care can easily identify some 
of the barriers responsible for the 
feelings of nursing shortages. A 
nursing administrator of a 200-bed 
hospital expressed it this way: 


“R.N.’s have entirely too much sec- 
retarial work with forms, charts, and 
statements. Inexperienced nonprofes- 
sional help — the aides — have abso- 
lutely no instruction.” 


A head nurse in a nonproprie- 
tary hospital with 300 patients had 
this to say: 


“Nurses have too much work to do 
and not enough time to give bedside 
care.” 


A nursing administrator of a 
nonproprietary hospital with 250 
patients said: 


“Our nursing staff is too small and 
much overworked. When we do have a 
little time, the nursing staff is floated 
to the maternity floor. This results in 
a constant turnover of personnel, since 
they are soon tired of this arrange- 
ment.” 


Some nursing administrators felt 
that there was too much time spent 
collecting supplies and equipment. 
A head nurse of a large hospital 
stated that: 


‘“‘Nurses spend too much time gallop- 
ing. By this I mean too much time is 
wasted walking unnecessarily to obtain 
supplies needed to carry out a pro- 
cedure.” 


Nursing administrators ex- 
pressed much concern about the 
functionalization of nursing staff- 
ing patterns that tend to mechanize 
nursing care. A supervisor of a 
400-bed governmental, nonfederal 
hospital expressed it this way: 


“Patients would receive more spe- 
cialized care if the nurses could care 
for a smaller number of patients and 
attend to their individual needs. I also 
feel that the student’s training has too 
little to do with.their personal and 
psychological needs. Patients will tend 
to get better more quickly if they are 
surrounded by people whom they know 
are all helping them in a human way, 
not just in a mechanical way.” 


NOT ABLE TO DO NURSING 


Professional staff nurses were 
keenly aware of the unfulfilled 
needs of patients. Some attributed 
their constant changing of jobs to 
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the “awful letdown at not being 
able to do nursing.”’ 

What are some of the barriers 
preventing nurses from. doing 
nursing? Many staff nurses said 
poor utilization of the time of all 
levels of nursing personnel was the 
key problem. A staff nurse in a 
proprietary hospital with 300 pa- 
tients stated: 

“There is too much bookkeeping to 
do which leaves less time for actual 
bedside care which must, therefore, be 
delegated to other personnel.” 


A staff nurse in a 200-bed non- 


_ governmental hospital stated: 


*‘Nurses have too much clerical work 
to do. The pile of paper work that 
faces me everyday is enough to break 
a horse. If only I could be with my 
patients! !”’ 


Many staff nurses made a plea 
for more clearly defined duties. 
They saw this as a barrier to pro- 
viding a high quality of patient 
care. 

A staff nurse in a 300-bed city 
hospital said: 


**‘Duties of various personnel are not 
clearly defined. No one knows what the 
other fellow is supposed to be doing.” 


A staff nurse in a 100-bed hos- 
pital remarked: 


“There is not enough professional 
help to give proper care to critical pa- 
tients and fresh post-ops. Nurses are 
greatly underpaid and have to work 


eight or nine days without a day off.” — 


Some professional staff nurses— 
as did other nursing personnel— 
recognized that patients had to 
wait too long to have their lights 
answered, and many times, be- 
cause of this, get out of bed against 
orders. A professional staff nurse 
in a large nonproprietary hospital 
had this to say: 


“The nurses are too busy to spend 
enough time with the patients to give 
them the feeling of warmness and un- 
derstanding. Little wonder they get out 
of bed to take care of their own needs.”’ 


A staff nurse in a small nonpro- 
prietary hospital stated: 


“There is too much emphasis in nurs- 
ing placed upon the unimportant 
things—the paperwork. The patient’s 
welfare must take second place.” 


STUDENT NURSES 


Like the registered nurses, stu- 
dents of professional nursing re- 


ported many unfulfilled patient 
needs. They, too, were able to 
identify barriers to improving pa- 
tient care. Poor utilization, inade- 
quate supervision, and the moun- 
tain of paper work were the things 
they reported. 

A student nurse in a large teach- 
ing hospital viewed nursing in this 
way: 


“For six months, we have been taught 
to nurse the whole patient and then we 
are thrown out.in the cold to learn the 
hard way, doing scattered and unorgan- 


-ized work, never completing care for 


one patient.” 
Another said: 


“I think that you are so pressed for 
time and treatments because of large 
assignments that you don’t really have 
time to give good patient care.” 


A student nurse in a 200-bed 
nonproprietary hospital stated: 


“It is not a shortage of nurses that 
faces the modern hospital, it is a short- 
age of professional graduate nurses 
who can give us supervision.” 


Another student said: 


“Student nurses have to care for too 
many serious and critical patients. We 
go off duty feeling completely lost for 
we can’t care for our patients because 
of the paper and cleaning work. Nurs- 
ing has become a secretarial job! !” 


AUXILIARY PERSONNEL COMMENT 


Practical nurses, nursing aides, 
and orderlies apparently spend 
more time with patients than other 
nursing personnel. The unfulfilled 
needs reported most frequently by 
professional nurses were also re- 
ported by auxiliary nursing per- 
sonnel—only in greater volume. 
Many auxiliary personne] said that 
they were assigned to care for pa- 
tients beyond their capabilities— 


and even worse—were not given 


any information about the patients 
for whom they were caring. 

A practical nurse in a.nonpro- 
prietary hospital with 200 patients 
stated: 


“4s a practical nurse, I feel that 
much time would be saved and I could 
give much better service if I received 
a report on patients each morning.” 


A nursing aide in another hos- 
pital put it this way: 


“In my opinion, since we are re- 
sponsible for caring for patients, we 
should be informed of the patients’ 
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illness, and given some information of 
how to best care for the patient.” 


An orderly in a governmental, 
nonfederal hospital stated: 


**‘We are required to care for patients 


without knowing what is wrong with 


them,”’ 


Auxiliary personnel also voiced 
the need for training. A nursing 
aide’ in a small city hospital ex- 
pressed it this way: 


““Nursing aides care for patients in 
this hospital. We are expected to un- 
derstand things that are far above us 
and are given little training for doing 
the job.” 


Practical nurses expressed the 
wish to be given the opportunity to 
do the things for which they were 
trained. A practical nurse in a non- 
proprietary hospital of 200 patients 
> stated that: 


“This hospital—as well as others— 
restricts the practical nurse too much 
—creating insecurity in our patients.” 


Many auxiliary nursing person- 
nel felt that they were greatly un- 
derpaid since they were doing the 
work usually done by a profes- 
sional nurse. 


CHARACTERISTICS OF PERSONNEL 


The number of unfulfilled needs 
reported by participants was ana- 
lyzed according to the age, sex, 
‘marital status, and length of em- 
ployment of the person filling out 
the form. The most significant find- 
ing was that the number of unful- 
filled needs decreases as the age of 
the participant rises (Table 4, 
above). For example: doctors un- 
der 30 had scores more than twice 
as high as doctors over 60. In fact, 
for each type of participant, the 
scorces of those under 30 were two 
or three times higher than those 
aged 60 and over. 


RECURRENT THEME 


A recurrent theme in _ these 
studies is that nursing personnel 
have to spend too much time away 
from patients. ‘““Bookwork’”’, house- 
keeping, and dietary activities 
were pointed out as consuming 
most of the time nurses spend 
away from patients. Evidence from 
nursing utilization studies con- 
‘ducted by the Division of Nursing 
Resources, gives support to this 


theme. One finding is that the. 
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table RABE ean scores of participants, by their age, 


study of patient care, 1956 
Score by age of participant 
60 ond 
Participant | Under 20 | 20-29 | 30-39 -| 40-49 | 50-59 over 
Doctors — | 39.0 | 30.2 | 23.3 | 16.8 | 15.3 
Nursing administra- 
tors, supervisors, 
head nurses, in- 
structors — | 56.9 | 50.0 | 42.6 | 45.1 | 36.2 
Professional staff 
nurses — | 54.0 | 42.2 | 32.9 | 26.1 | 28.2 
Practical nurses 39.4 | 43.0 | 34.0 | 31.3 | 27.7 | 19.1 
Nursing aides and | 
orderlies |} 36.7 33.6 | 27.0 | 25.4 | 24.1 19.6 | 


average professional nurse spends 
only 18 minutes with each patient 
on her unit during the a.m. shift, 
and 8 minutes with each pumas: on 
the p.m. shift. 

A reshifting of the activities of 
one group with another is not the 
complete answer to the problem 
facing nursing: Hospital adminis- 


trators, doctors, and all categories 
of nursing personnel need to sit 
down together and review what 
patients and personnel say about 
patient care. It is only through 
this milti-discipline approach that 
some of the barriers to the im- 
provement of patient care can be 
identified and eliminated. s 


SUMMARY 


Hospital administrators, doctors, and nursing personnel interviewed 


perceived many similar unfulfilled needs of patients. There was’ unani- 


mous agreement that noises made by patients and personnel spoiled pa- 
tients’ rest and relaxation. There was agreement, too, that nurses have 
too much work to do—this came from hospital administrators and doc- 
tors as well as nurses. Lights not being answered, and patients getting 
out of bed against orders to take care of their needs were reported very 
frequently by all personnel. 

The findings of this study show that even though there were some 
unfulfilled needs reported by all personnel, each category of personnel 
had their own particular concerns. For example, hospital and nursing 
administrators were concerned with the general problems of staffing their 
hospitals. Part-time help—although essential—presented many problems 
of orientation, supervision, and training. 

The hospital administrator saw as key problems: the lack of informa- 
tion that nurses had about their patients; doctors not communicating pa- 
tients’ needs to nurses; and visitors interfering with treatments or medi- 
cations. 

Doctors said that nurses are overburdened with “bookkeeping” and 
have little time to spend with patients. Many said that nurses are not 
nursing. 

What do professional nurses say? ‘““‘We want to nurse the patient and 
can’t.”’ What is keeping the nurse away from the patient? Nurses them- 
selves said it is the bookwork; poor utilization of all nursing personnel; 
and. lack of clarification of duties. The student nurse said she is too 
presges for time; has too many critical patients and cannot nurse the 

“whole” patient. 

What did practical nurses and nursing aides say? ‘““‘We are nursing the 

patients. We want information about patients, more pay and training. 
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The following actions were 
taken by the Board of Trustees of 
the American Hospital Association 
ut its meetings in Atlantic City, 


N. J., Sept. 29-Oct. 2. Further 
actions of the Board will be re- 
ported in subsequent issues of this 
Journal. 


TYPE III INSTITUTIONAL 
MEMBERSHIP REQUIREMENTS 


VOTED: To adopt the Membership Re- 
quirements for Type III Institutional 
Members of the American Hospital As- 
sociation, as amended, 


The requirements are as follows: 
1. The outpatient facility* shall 
have a minimum of 25,000 
patient visits per year, ex- 
clusive of laboratory and 
x-ray visits. 

. The outpatient facility shall 
have regularly scheduled 
hours each week, exclusive 
of emergency service. 

3. The outpatient facility shall 
be licensed in those states 
and provinces having licens- 
ing laws. 

4. Duly authorized bylaws for 

- the medical staff shall be 
adopted by the outpatient 

facility, and the outpatient 


to 


facility shall submit evi- 
dence of regular medical 
supervision. 

3. Only doctors of medicine 


shall practice in the outpa- 
tient facility. (This require- 
ment is not intended to elim- 
inate dental and similar 
services from the outpatient 
facility. ) 

6. The outpatient facility shall 
maintain records of clinical 
work on all patients and 
these shall be available for 
reference. 

7. Registered nurse supervision 
and such other nursing serv- 
ice as is necessary shall be 
available at the outpatient 
facility. 

*Outpatient facility as used here in- 
cludes clinics, dispensaries and _ similar 
organizations for diagnosis and treatment 


of the sick but not rendering inpatient 
care. 
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ASSOCIATION SECTION 


8. Minimum facilities for the 
diagnosis or treatment of 
surgical or obstetrical or 
medical patients shall be 
available at the outpatient 
facility. 

9. Diagnostic x-ray services 
shall be regularly and con- 
veniently available. 

10. Clinical laboratory services 
shall be regularly and con- 
veniently available. 

The American Hospital Associa- 
tion reserves the right to withhold 
membership to any outpatient fa- 
cility which in its judgment oper- 
ates in any manner which is not 
in the interest of the health of its 
patients or the public. 


LICENSE AGREEMENT 


VOTED: WHEREAS A contract of 
merger has been entered into between 
Akron Hospital Service, Inc., Akron, 
Ohio, and Cleveland Hospital Service 
Association, Cleveland, whereby the 
Akron Plan was merged into the Cleve- 
land Plan with the latter Plan being 
the surviving corporation by change of 
name, now Blue Cross of Northeast 
Ohio, and 

WHEREAS Under ae merger agree- 
ment the Akron Plan transferred all 
property and all obligations to the sur- 
viving corporation, and 

WHEREAS Paragraph I1 of the 
License Agreement between the Akron 
Plan and the American Hospital As- 
sociation provides that such license can- 
not be assigned without the written 
consent of the American Hospital As- 
sociation, and 

WHEREAS The American Hospital 
Association consents to the assignment 
of the license from Akron to Blue Cross 
of Northeast Ohio under the same terms 
and conditions and for the same area 
served by Akron, now, therefore, be it 

RESOLVED That the American Hos- 
pital Association gives written consent 
to the assignment to Blue Cross of 
Northeast Ohio of the license to Akron 
on the same terms and conditions and 
for the same area served by Akron. 


HILL-BURTON FORMULA 


VOTED To urge that all resources of 
the Association be called upon to un- 


a 


dertake necessary action which will lead 
to the drafting and passage of legisla- . 
tion which would 

1) Establish a special fund within 
the Hill-Burton program to give special 


assistance to states which demonstrate 


an abnormal population growth—such 
fund to be established in a minimum 
amount of $5 million; | 

2) Give consideration to the serious 
problem of the obsolescense of exist- 
ing hospital plants; to give further 
consideration to allocation of funds 
within the Hill-Burton program for the 
renovation and modernization of exist- 
ing hospital plants; and to pursue ef- 
forts for the provision of low-interest 
loan programs which would assist in 
meeting this acute problem. It is urged 
further that careful attention be given 
to the development of a formula, par- 
ticularly for distribution of federal 
funds for this purpose within the Hill- 
Burton program; 

3) Remove to the greatest extent 
possible the rigidity surrounding the 
establishment of categories within the 
whole program, and 

4) Make a study of all factors item- 
ized by the Committee to Study Hill- 
Burton Formula with respect to a) un- 
met needs, and b) ability to meet un- 
met needs, 


STANDARDS FOR HOSPITAL 
EQUIPMENT AND SUPPLIES 


VOTED: To compile minimum per- 
formance standards for hospital equip- 
ment and supplies and, where lacking. 
to develop such minimum standards; 
further, 

To establish a separate committee, 
under the appropriate council or divi- 
sion of the Association, to develop a 
comprehensive standardization proce- 
dure which might lead eventually to a 
hospital equipment testing and ap- 
proval program, 


BLOOD AS A HEALTH 
INSURANCE BENEFIT 


VOTED: To consider the charges be- 
ing made currently to hospitals by non- 
profit blood banks as a cost item in the 
same category as a hospital’s cost for 
blood bank service, exclusive of the 
cost of blood itself; further, to recog- 
nize this cost as a part of reimbursable 


(Continued on page 106) 
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EVERAL OF YOU have suggested 
S to me that, since I am an ad- 
ministrator of a smaller hospital, 
I am in an especially advantageous 
position to comment concerning 
smaller hospitals in these columns. 
Of the several subjects suggested, 
the most frequently mentioned 
was trusteeship. After some study 
on the subject-in order to refresh 
my thinking, I arrived at some 
suppositions. 

It seems that regardless of the 


size of the hospital that the or-— 


ganization of the board of trustees 
needs to be formal. Since the for- 
mality is so well defined in our 
Association’s Model Constitution 
and Bylaws for a Voluntary Hos- 
pital, I need add nothing further 
here. 

All hospitals should include in 
board membership as wide a 
spread of interests, vocations and 
abilities as possible. The question 
of the number of trustees brings 


. about the first possible difference. 


It seems to me that the smaller 
hospital can obtain community 
representation with fewer trustees. 

It is more satisfactory, for ef- 
ficiency’s sake, to have a smaller 
number to work with. It is more 
satisfactory for each trustee, in ac- 
cepting his total responsibilities, to 
have direct contact rather than in- 
direct contact through an execu- 
tive on another committee. This 
brings up another difference: a 
small board needs fewer commit- 
tees, since the entire board can 
perform needed committee func- 
tions, acting as a committee of the 
whole. 


| eee IN mind, when making 
these comments, a total member- 
ship on the board of fewer than 
10. Better attendance at meetings 
and a greater interest in the af- 
fairs of the hospital can be assured 
by having a smaller ‘number of 
trustees. The smaller board may 
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‘munity. However, 


your resident reports 


possibly create more of-a problem 
in regard to tenure, since the ex- 


tended activities of the trustee will 


have established him as a vital 
factor in the welfare of the com- 
in regard to 
limited tenure, I personally have 
always favored unlimited. tenure 
when the trustee continues in 
health and in the acceptance and 
discharge of his responsibilities. 

I find that the responsibilities of 


‘the trustees of a smaller hospital 


are just as great in regard to se- 


. lecting a competent administrator, 


in the establishment of a joint con- 
ference committee with the medi- 
cal staff, in delegating authority 


to the administrator and in re- 


sponsibility for all administrative 
and professional activities of the 
hospital. I feel, however, that he 
is in a position to do his job 
through more of a first-hand ap- 
proach, because in a smaller com- 
munity he has more intimate com- 
munications. 

This intimacy exists because 
more of a cross section of the 
whole community knows him and 
knows about him. This knowledge, 
however, could make more difficult 
the delegation of authority to the 
administrator. For this reason it 
is very important that. the ad- 
ministrator of a smaller hospital 
keep his trustees well informed. 


‘ta STUDY WHICH I did on this 
helped to formulate the following 
philosophy of a good trustee: 

Most good trustees are conserva- 
tive. The true conservative is one 
who distrusts change just for the 
sake of change. He wants to exam- 
ine -new ideas carefully, weigh 
them, and determine their effect 
upon the intricate fabric of our 
society before adopting them. He 
doesn’t believe in trying to make 
people do what someone else 
judges to be good for them. 

He does what he does volun- 


tarily and without compensation; 
thus, he is idealistic. He lives by 
high ideals and is moved by a 
vision of service. To. bring to his 
work more than just a regard for 
the balance sheet, the increasing 
professionalism of administration 
needs the balancing influence of a 
truly conservative trustee. It has 
been this blend of scientific skill 
and moral idealism that has given 
America its marvelous system of 
health care. This teamwork of two 
great forces is our strongest de- 
fense against socialized medicine 
and collective control. 


‘a TRUSTEE gives his time be- 
cause of faith in what the hos- 
pital is doing. The organizational, 
financial, personnel, property and 
public relations duties are under- 
taken by him to help further the 
work of the hospital. If the pro- 
gram responsibility of the board is 
neglected or reduced, his job will 
become most unsatisfying, result- 
ing in a routine instead of a chal- 
lenge. The program plans of a 
hospital are sounder and ‘more 
realistic if they blend the dreams of 
the experts and the reality of the 
community through the trustees. 

The board member knows bet- 
ter than the administrator what 
the community wants and what 
the community will accept. The 
administrator and staff are actu- 
ally technical advisors. The trus- 
tees must take the responsibility 
before the public for acceptance 
of the hospital program. 

It is our responsibility to in- 
crease community appreciation of 
the role of the trustee. 

And now, may I wish each of 
you-a happy holiday season. 


Tol Terrell, president 
American Hospital Association 
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by BILL L. HAMILTON 


UBLIC IMMUNIZATION programs 
for a specific health need may 
develop in a number of ways. Gen- 
erally such a program is the result 
of careful planning, but it may be 
brought about by a disaster, such 
as a tornado, hurricane or flood. 
It may also begin as the result of 
public pressure. Where such pub- 
lic concern exists, a sense of tim- 
ing is vital to the success of the 
program. The larger the scale of 
immunization, the more important 
is the role of the hospital. 
Hospitals, individually or col- 
lectively through organized coun- 
cils, are in a strategic position by 
virtue of facilities and trained 
personnel to strengthen public re- 
lations by developing such pro- 
grams. Medical societies may 


equally take the initiative in this. 


planning. Regardless of who pro- 
motes the campaign, it is better if 
it is organized and supported by 
both hospitals and doctors. 

The immunization program de- 
scribed in this article was carried 
out against poliomyelitis. Very few 
changes would be called for to 
adapt the program to fighting any 
other threat to the public health— 
smallpox, diphtheria, or of more 
current concern, Asian influenza. 

The Houston program for im- 
munization against poliomyelitis 
was initiated by the local medical 
society. Twenty-three private hos- 
pitals and clinics volunteered, and 
the local National Polio Founda- 


Bill L. Hamilton is assistant adminis- 
trator of All Saints Episcopal Hospital, 
Fort Worth, Tex. At the time of the pro- 
gram described in this article, he was ad- 
ministrative assistant at Methodist Hos- 
pital, Houston. 
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This article is an account of a mass 
immunization program against polio- 
myelitis carried out last year in Hous- 
ton, Texas. The author suggests that 
these experiences may be useful to 
hospitals located in communities that 
are contemplating similar inoculation 
programs against Asian influenza. 


tion chapter entered as co-sponsor. 
The medical society selected a 
physician to direct the program. 
He in turn chose two hospital of- 
ficials as assistants, one to take 
charge of general coordination, 
supplies, and central headquarters 
and the other to handle financial 
matters and the receipt and dis- 
tribution of vaccine. 


TWO PROGRAMS PLANNED 


A first and second inoculation 
program was planned. It was esti- 
mated that 300,000 people needed 
the injections; therefore, a pro- 
gram geared to a maximum effort 
was designed. Each of the hospi- 
tals and clinics advised central 
headquarters of areas to be used 
and the number of inoculation 
teams that the space could accom- 
modate. The number of teams 
ranged from one to six per hospi- 
tal. 

All hospital activities were to 
be directed from central head- 
quarters. All supplies and vaccine 
were distributed from ‘“‘central’’. 
Two local drug firms delivered 
vaccine the day prior to inocula- 
tion and picked up the balance 
after each day’s inoculations were 
completed. 

Distribution of initial supplies 


so that hospital units could begin 
functioning at 8 a.m. on each of 
the two Sundays was itself a prob- 
lem. Approximately every two 
hours, or when supplies were de- 
livered to a hospital, money was 


received, returned to ‘central’, 
counted and banked. A signed re- 
ceipt was given to both the hos- 
pital volunteer captain and the 
sheriff as responsible parties of the 
transaction. Hourly reports were 
tabulated, use of vaccine and sup- 
plies checked and trouble spots 
studied and corrected. : 

The chief of each volunteer 
agency was at central headquar- 
ters to facilitate changes pertain- 
ing to each group. The National 
Secretaries Association staffed all 
phones and the P.B.X. Club oper- 
ated the special switchboard. The 
police departments of Houston and 
Pasadena and the sheriff’s depart- 
ment of Harris County all- oper- 
ated through central headquarters. 
The police were in charge of traffic 
and parking at each hospital. The 
sheriff’s department was respon- 
sible for distribution of vaccine 
and supplies and the receipt of 
money. The Texas National Guard 
had men within each hospital to 
control and direct participants. 
Ham radio operators were sta- 
tioned at each hospital to provide 
auxiliary communication with 
‘central’. A pooled broadcast was 
originated each 30 minutes from 
“central’’ to all radio stations to 
advise the public of changes, such 
as which hospitals were or were 
not crowded. The local Lions Club 
operated a city-wide transporta- 
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the diuretic 
must work 


If the first diuretic used in the patient hospitalized for heart failure 
is ineffective, it may be too late to try another. For this reason and many others, 


physicians prefer the dependability of injected MERCUHYDRIN.® 


Experience with innumerable patients in several decades of use 

confirms the uniformly rapid response to MERCUHYDRIN 

with a minimum of side effects. This assured action saves lives, 

saves time, saves money. And when recovery is well underway, 

switching to oral NEOHYDRIN™ has the further advantages of saving injections 


for the patient and time for your nursing staff. 


LAKESIDE 


. 
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tion service for those who could 
not otherwise get to a hospital. 

Excluding central headquarters 
as the point of coordination, the 
focal point of activity was at each 
hospital and clinic. General pro- 
cedures had _ been _ previously 
printed and distributed to hospi- 
tals and volunteer agencies. Rec- 
ord slips, signs, and other printed 
materials were delivered the day 
before each inoculation, along with 
initial amounts of vaccine and sup- 
plies. 

Certain professional standards, 
medical check questions -as_ to 
health, the inoculation procedures, 
needle and syringe sizes, etc., were 
established in advance through a 
series of meetings. The committee 
having this authority consisted of 
the doctor in charge at each hos- 
pital and hospital representatives. 

Six or seven volunteers helped 
staff each inoculation unit. A 
volunteer was at the first desk to 
check information on the record 
slip, to check parents’ authority 
for those under 21, and to exclude 


those over 40. At a second desk a — 


volunteer asked key questions 
about health, such as “Do you have 
fever or have you been ill in the 
past three days?” A _ volunteer 
nurse and doctor further interro- 
gated those who indicated any 


presence of illness. 


At a third desk another volun- 
teer collected the charge per inocu- 
lation and coded and classified the 
record slip. Each hospital had a 
code letter and each inoculation 
unit therein a separate number. 
For example, at Methodist Hospi- 
tal a slip marked 3 X 100P would 

10:15 
designate the hundredth paid in- 
oculation in unit 3, given at 10:15 
a.m. Other classifications, such as 
“F” for free and “R” for rejected, 
were coded and filed separately. 
Persons were rejected because of 
age, lack of permission or health 
reasons. Each vaccine lot change 
was marked on the appropriate 
record slip of each unit. 

The participant next went to the 
injection area, which was staffed 
by volunteer hospital nurses and 
doctors. Generally, other hospital 
personnel were behind the scenes, 
sterilizing and preparing supplies 
for the injection area. 

Approximately 70 injection 
teams or units were in operation 
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at one time. Injections were given 
at hospitals from 8 a.m. to 8 p.m. 
for each of the two Sunday. pro- 


grams. Central headquarters oper- 


ated each Saturday from 8.a.m. to 
5 p.m. and each Sunday. from 7 
a.m. to 11 p.m. More than 78,000 
persons received the first inocula- 
tion and around 83,000 received the 
second—a total of more than 161,- 
000. The teamwork of volunteers 
and hospital personnel was _ so 
smooth that in some units as many 
as 500 to 600 injections were given 
per hour. 

The pattern of organization was 
standardized for each. hospital. 


Each vaccination team or unit had — 


a captain and a hospital captain 
supervised all the teams. Both the 
volunteers and hospital personnel 
were responsible to the doctor in 
charge. 


SUPPLIES A PROBLEM 


Supplies were a distinct prob- 
lem in some hospitals. Most hos- 
pitals used the single syringe pro- 
cedure. Many smaller hospitals and 
clinics did not have enough needles 
or syringes. A related problem en- 
countered by some hospitals was 
that sterilization facilities were 
not always close to the inoculation 
area. 

Some hospitals experienced the 
problem of excessive crowds, with 
long lines both inside and outside 
of the building. Several hospitals 
had to stay open beyond the 8 p.m. 
deadline because of demand. Some 
of these problems were alleviated 
in the second program by provid- 
ing more tables for completion of 
record slips and by having more 
volunteers on duty. 

During the first program there 
were difficulties in closing down 
all units within a hospital. -The 
sheriff's department circulated a 
car according to areas, which in 
some cases meant hospital volun- 
teers waited a long time for a 
pickup of money, vaccine and sup- 
plies. During the second program 
a car was dispatched for each hos- 
pital. 

Several problems encountered at 
“central” were corrected for the 
second program. Enlarged tele- 
phone facilities afforded better 
communication with each hospital 
than was possible in the first pro- 
gram. An increased clerical force 
permitted greater accuracy and 


x 


¢ 


better records. Accuracy in record- 
ing hospital receipts was improved 
in the second program by the use 


-of printed records which reflected 


each receipt per hospital, and the 
use of bank personnel experienced 
in handling large sums of money. 
All money was immediately de- 
posited each night after the pro- 
gram in an adjacent bank. 

Other problems were broader in 
scope. Twice the total program 
had to be cancelled. The first time, 
the manufacturer did not have 
enough vaccine to ship. The second 
time, the National Institutes of 
Health had not ‘cleared or ap- 
proved” the vaccine earmarked 
for the Houston program. These 
cancellations did not help public 
relations, especially those» with 
participating and sponsoring agen- 
cies. A confirmation of vaccine 
amounts and shipping dates se- 
cured prior to public announce- 
ment of the planned program 
would have avoided this problem. 

Public relations and release of 
information also posed problems. 
One problem was the varying sup- 
port given by news media. In the 
first program, support given by 
the newspapers was heavy but 
that of radio and television sta- 
tions moderate. In the second pro- 
gram the reverse was true. A 
public relations firm was used 
throughout. the campaign, but 
some information released by the 
firm was inaccurate. It might be 
advisable in such circumstances 
for a program official to be desig- 
nated to verify all public rela- 
tions releases. The authority of 
the public relations firm or officials 
handling this phase of an inocula- 
tion program should be definitely 
stated before commencing a large- 
scale operation. 

On the whole, however, the pro- 
gram was successful. The pattern 
of organization was flexible enough 


to have accommodated consider- 


ably more or fewer persons de- 
siring inoculations by increasing 
or decreasing units and/or the 
number of hospitals. As one hos- 
pital volunteer captain phrased it, 
“Everyone did his own job and did 
it well. We were all surprised that 
people of all ages and in so many 
different professions could join 
forces and do such a thorough job 
without any previous association 
as a group.” 
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NOTICE TO STAFF 


ATARAX, perhaps the safest ataraxic ay IS NOW AVAILABLE 
IN PARENTERAL FORM. 


ATARAX Parenteral Solution combines quick and positive 
onset of action with the advantages that have made ATARAX 


anxiety in 9 out of 10 patients, and unrivaled safety. A 
check of the literature shows that today, after millions of 
doses -- many of them at high levels over long periods of 
time -- there are still no reports of blood dyscrasias, 
parkinsonian effects, liver damage, or other serious side 
effects. Nor are there any instances of sensitivity reac- 
tions to ATARAX on the part of hospital staff. 


Your hospital pharmacy has ATARAX Parenteral Solution 
always on hand. Its use is indicated: a 


e to calm the acutely disturbed or hysterical patient 


e to make uncooperative patients manageable without loss of 
alertness 


e to speed recuperation in alcoholics 


e to allay anxiety and control vomiting before and after sur 
geryandchildbirth 
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AZOTREX is the only 
urinary anti-infective 
agent combining: 


(1) the broad-spectrum 
antibiotic efficiency‘of 
TETREX—the original 
tetracycline phosphate 
complex which pro- 
vides faster and higher 
blood levels; 


(2) the chemothera- 
peutic effectiveness of 
sulfamethizole —out- 
standing for solubility, 
absorption and safety; | a 


a 


(3) the pain-relieving 
action of phenylazo- 
diamino-pyridine HCl 

— long recognized as a 
urinary analgesic. 


Literature and clinical supply 
request 


LABORATORIES INC., SYRACUSE, NEW YORK 
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This unique formulation 
assures faster and more 
certain control of urinary 
tract infections, by provid- 
ing comprehensive effec- 
tiveness against whatever 
sensitive organisms may 
be involved. Indicated in 
the treatment of cystitis, 
urethritis, pyelitis, pyelo- | 
nephritis, ureteritis and 
prostatitis due to bacterial 
infection. Also before and 
after genitourinary surgery 
and instrumentation, and 
for prophylaxis. 

In each AZOTREX Capsule: 


TeTrREX (tetracycline phos- 
phate complex)....125 mg. 
Sulfamethizole .......... 


Phenylazo-diamino- 
pyridine HCl .......... 50 mg. 


Min. adult dose: 1 cap. q.i.d. 


tract infections 


tetracycline -sulfonamide-analgesic action 


GOOD workability and freedom from odor were two qualities sought in 
paint study. This patient room will be re-occupied right after cleanup. 


PAINTS were tested for ease of spot removal by applying typical stains 
to paint patches, then attempting to remove stains after several hours. 


comparative testing of interior wall paints 


PROPER MAINTENANCE of patient 
P rooms is an aspect of patient 
care that sometimes, unfortu- 
nately receives secondary consid- 
eration. In view of the fact that 
most of the interior of a hospital 
is painted area, proper painting 
and maintenance of painted walls 
becomes a major problem. 

Lankenau Hospital originally 
had been painted with alkyd flat 
wall paint in a variety of attrac- 
tive shades. We wanted to pre- 
serve this kind of appearance, but 
the original alkyd paint had not 
held up well after three years. 
This paint had a porous finish 
which made spot removal es- 
pecially difficult. Scuff marks, 
solutions containing oil or grease, 
and medications used in syringes 
had left their indelible impression. 


QUALITIES DESIRED 


We wanted a paint that could be 
applied quickly, efficiently, and at 


H. W. Maysent is assistant director and 
M. P. Coffee Jr. is administrative assistant 
of Lankenau Hospital, Philadelphia. 
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how Lankenau Hospital found the 


product best suited to its needs 


by H. W. MAYSENT and M. P. COFFEE JR. 


The authors describe a comparative 
study of paints made for the purpose 
of finding the product most suitable 
for use in their hospital. This article 
lists seven desirable characteristics of 
paint for use in a hospital and outlines 


tests used to measure these qualities in 


various types of paint tested. 


a reasonable cost and with mini- 
mum disturbance to normal hos- 
pital operation. Our plan was to 
compare the best interior wall 
paints available, subjecting them 
to the most revealing tests we 
could devise. specificaily, 
this was what we were looking 
for: 

1. Complete freedom from odor. Any 
paint odor would prevent us from 
returning patients immediately to 
freshly painted rooms. It might 
also limit the full occupancy of ad- 
joining rooms. Hospital patients 
are readily disturbed by even the 
slightest odors. 

2. Flat paint characteristics, with no 
angular sheen. This was considered 


desirable from the standpoint of 
appearance. It also would help to 
hide slightly uneven areas and de- 
fects that exist in all flat surfaces. 
The use of gloss paint, which (1) 
creates reflections that exaggerate 
imperfections and (2) requires un- 
desirable buildup for adequate 
protection, was ruled out from the 
beginning. 

3. Fast drying time. The quicker 
the better. Because of our high 
occupancy, we did not want to 
have a room vacant for more than 
a day. We wanted to be able to 
move patients out for a few hours, 
redecorate the room, and return 
them the same day. ie 

4. Good over-all washability, along 
with durability and long wear. 
We wanted to be able to remove 
the usual wall marks and derive 
long life through regular mainte- 
nance rather than frequent re- 
painting. The less effort required 
for maintenance the better. 

5. Oil and grease resistance. Hos- 
pital walls seem to attract oils, 
grease, lipstick, wheelchair scuff 
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marks, hypodermic solutions, and 
other stains which are difficult to 
remove from most paints. We 
needed a paint that would allow 
grease removal without wearing 
through. 

6. Ease of touchup. We wanted to 
touch up and repaint small areas 
without having to do a whole wall. 
Good “feathering in” qualities 


‘were considered essential. When . 


scrapes have to be covered up, the 
new paint should feather in with- 
out leaving a tell-tale patch or 
showing a difference in shade. A 
minimum of paint buildup (or thin 
paint film) was another desirable 
characteristic that was suggested. 
7. Ease of application. We wanted 
a paint that could be applied with 


a roller, thereby improving uni- 


formity and speeding up the job. 

These then were our objectives, 
keeping in mind at all times the 
desire to keep the price of the 
paint to a minimum in relation- 
ship to maximum results. 


MAKING THE TESTS 


Local paint distributors were in- 
vited to submit samples of paint 


for our testing. Tests were re- 
stricted to interior flat wall paints 
having a rubber, alkyd, or vinyl 
base. A conveniently located cor- 
ridor wall with the same flat plas- 
ter finish used throughout the hos- 
pital was selected as the site for 
the tests. 

Consecutive test areas along the 
wall were outlined with masking 
tape. Each 18- by 24-inch patch 
provided adequate area for a satis- 
factory paint sample to be rolled 
on. These patches followed one 
another side by side, about mid- 
way up from the floor and at a 
convenient working height. The 
chief painter applied each paint 
sample with the same tools, rollers 
and equipment used during the 
original painting of the hospital. 

A committee selected to assist in 
judging the tests consisted of the 
chief painter, purchasing agent, 
chief engineer, and _ executive 
housekeeper. 

We carefully checked’ each 
sample for any detectable odors— 
from the can, during application, 
and during drying. The painter 


noted any difference in ease of ap- 


plication and workability. Time 
elapsed before each sample be- 
came dry to the touch was also 
noted. 

Testing for wearability and ease 
of stain removal was of prime im- 
portance. After the paint samples 
had dried for 26 days, this part of 


the test was begun. First, we. 


smeared the same amounts of vari- 
ous marring materials on each 
sample patch. These materials in- 
cluded carbon, scuff marks from a 
rubber bumper, lipstick, oil and 
medications. These stains were al- 
lowed to penetrate for six hours. 
The entire wall was then washed 
with the liquid detergent used 
throughout the hospital. 

We washed each sample for two 
minutes, or less if the stains dis- 
appeared sooner. Stains that could 


wet be removed were rubbed off 
i 


th a mildly abrasive cleanser. 
In some samples the paint film 
broke down before the spot could 
be removed. These samples were 
tested no further. 


RESULTS OF TESTS 
Alkyd base paints showed weak 
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Reclined Position 


No. 580 EENT CHAIR 


Created for clinical and out-patient departments. Can be 
used for EENT, tonsillectomy, emergency limb work, etc. 
Easy foot-operated lift raises from 26” to 37”. May be fully or partially 


reclined instantly (see sketch). Available in choice of color combinations 


‘of genuine leather and enamel base finish. 


See this equipment at your authorized 
dealers’ showroom or write for brochure. 


IN A HOSPITAL 


conductive rubber at no extra charge. 


Other models 
also available 


No. 39 GC/SB EXAMINING AND 
X-RAY TREATMENT TABLE 


The ideal carriage for gyno examination- 
treatment and emergency work. 


Hydraulic lift raises from 29%” low to 404%," high. Calibrated bar 
indicates tilt up to 30 degrees. Gyno leg supports and shoulder 
braces furnished unless otherwise specified. Foam rubber top. 4- 
wheel brakes. Conductive tires. Upholstered in supported Vinyl or 


(for Doctors’ offices too) 


Manufacturers since 1898 


KOENIGKRAMER COMPANY 
Dept. H-1257, Western Ave. at Naeher St., 


Cincinnati 14, Chio 
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resistance to stains. They allowed 
many stains to break through the 
surface and remain in the paint. 
Oil and grease marks were not re- 
movable. All stains were difficult 
to remove and tell-tale traces re- 
mained after cleaning. These paints 
dried rapidly but produced a slight 
odor during application and while 
drying. There was relatively good 
blendability of fresh paint over 
old. 

Rubber base paints made a good 
showing on the spot removal test. 
Our samples were relatively re- 
sistant to oils, but some traces still 
remained after the tests. Fresh 
paint blended well over old and 
the paints were relatively fast dry- 
ing. A fairly strong odor persisted 


for several days after application. | 


The vinyl base paint was com- 
pletely resistant to oils, which 
washed off completely. This was 
the only paint that was considered 
completely satisfactory in all 
phases of the spot removal test. It 
was also entirely odor-free. This 
vinyl base paint was also the fast- 
est drying of those tested, drying 
to the touch in less than 25 min- 
utes. 

The testing committee agreed 
that vinyl base paint was the only 
paint that measured up to the re- 
quirements we had set. It was su- 
perior in washability, stain re- 
moval, freedom from odor, drying 
speed and blending of fresh paint 
into old. 

Since vinyl paint was compara- 
tively new at the time of our tests, 
we wanted to be sure it would 
hold up over the years. Therefore, 
we decided to subject it to one 
more test. A machine was ob- 
tained which tests the ability of 
paints to withstand washing. Sev- 
eral glass slabs were painted and 
then spotted with dyes obtained 
from the hospital pharmacist. The 
slabs were placed on the machine 
and water was added along with 
an abrasive scouring powder. The 


In purchasing vinyl paint for 
the projects, we noted that this 
paint was less expensive than the 
alkyd-base paint used three years 
before. Stock colors were used 
throughout the hospital for ease 


of maintenance and convenience in — 


future touchups. Since we plan to 
redecorate approximately every 
three years, additional savings are 
expected to result from keeping 
the same colors on the same walls. 


COMPLETING THE PROJECT 


The wisdom of the committee’s 
choice was borne out in the course 
of painting patient rooms. Patients 
and staff alike commented on the 
fact that the paint had no odor. 
Many wanted to know what kind 
of paint was being used so they 
could buy the same type for use 
in their homes. Others commented 
on the pleasing appearance of the 
paint and the speed with which the 
job was done. It took two painters 
approximately one and a_é half 
hours to coat the walls and trim 
of a 12- by 15-foot room. One gal- 
lon of paint covered approximately 
two and a half rooms. 


The painters also noted that the 
paint was easy to work with. The 
absence of odor permitted them to 
work without having to close room 
doors to prevent patients from be- 
ing disturbed. The paint was easy 
to touch up and was quick drying. 
As a result, the housekeeping de- 
partment was able to begin its 
work as soon as a room was 
painted. Housekeeping personnel 
stripped and waxed the floors, re- 
turned fresh linens and other fur- 
nishings before the patients re- 
occupied their rooms. 

To sum up the qualities that 
make vinyl base 
satisfactory for our purpseSes: no 
sheen, quick drying, completely 
odorless, provides for easy re- 
moval of stains and spilled medi- 
cations, and offers a method for 
easy touchup. For us it permitted 
a repainting program that allowed 
rooms to be vacated, painted, and 
re-occupied the same day. Such a 
painting program helps in the at- 
tainment of our goal of improving 
efficiency and reducing costs with- 
out interfering with our ability to 
provide superior medical care. ® 


Comparison of properties of three types of paint 


| | AVERAGE 
PROPERTIES VINYL ALKYD FLAT LATEX 
1.. Odor 


wee | slight to slight to 


considerable considerable 


2. Uniform flatness 
(no highlights) 


excellent 


excellent | fair to poor 


3. Drying time 


rapid slow slow 
(20 minutes) (45 minutes) | (50 minutes) 


4. Soil and stain removal 
(scrubability) 


excellent | fair to poor | fair to poor 


5. Alkali resistance 


Film toughness 


very good | poor to fair | very good 
Grease and oil resistance excellent | fairto good) excellent 
excellent 


excellent | fair to good 


6. Color uniformity 


machine moved a scrub brush back (a) on touchup and lapping / excellent | fair to poor | fair to poor 


and forth over the stain and re- (b) self priming properties | very good | very good fair 

corded the number of. strokes. ‘lity of ller 

After noting the number of strokes ; scien ity of use excellent excellent poor 
Brushing very good good good 


needed to remove the stains, we 


allowed the machine to continue Cleaning after painting excellent | very good | excellent 
I until 1800 strokes were recorded. 4. Bry wall coverage % 
The slabs were then removed from 
| the machine, and after rinsing g : | 
were found to be free of stains 9. Fire retardance good fair fair 
| and unchanged in color. 
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28'/3¢ per unit 


nd overt! 


(20 cases 


Disposable Unit 


ready-to-use with pre-lubricated rectal tube 
and “personalized’ carton 


When the FLEET ENEMA Disposable Unit replaces old-fashioned 
enema equipment, personnel are released for other duties. * 


FLEET ENEMA Disposable Unit is safe touse . . the anatomically 
correct rectal tube minimizes injury hazard, FLEET ENEMA is. easy 
to use . . . plastic squeeze bottle permits the “infinite ease of the-one 
hand squeeze.” Each FLEET Disposable Unit contains an enema 
solution of Phospho-Soda (Fleet) .... gentle, prompt and more 
effective than one. or two pints of soap suds or tap water.“ 


W. G. and. Lee, B., ‘Hospitals; oh; 50, January 1957; 
(1) Swinton, N.W., SuresClin. No, Am., 35:833, 1935 


Write for price list, literature and samples, 


Cc. FLEET Lyachbure, Virginia 
makers of Phospho® Soda (Fleet). 


In Canada: Produced by Charles E. Frosst & Co. 


FLEET 
ENEMa 
Disposable Unit | 
| 4% Fluid re 
FLEE 
Ch her co. Ie 
i 
“It is possible to give seven enemas with 
; the Fleet Disposable Unit in the time 
ail required to administer one soapsuds enema.” 
| 
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THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


PAT. NO. 2,791,608 


mila faster, more certain control of infection 


eA single, pure drug (not a mixture 

e High tetracycline blood levels 

e Clinically “‘sodium-free” 

e Equally effective, b.i.d. or q.i.d. 

e Exceptionally free from adverse reactions 


e Dosage forms for every therapeutic need 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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| Available for your prescription.at all leading pharmacies — 3 
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Over-the-floor electric duct 


(23B-1) 
Manufacturer's description: This noise- 


less rubber duct is designed to 
help eliminate accidents caused by 
tripping on electrical wiring, small 
hoses, metal tubing, etc., lying on 
top of the floor. Underwriters’ 


Laboratories approved, the duct 
is stumble-proof and heavy equip- 
ment on casters can roll over it 
easily. The duct is available as a 
complete electrical extension cord, 
wired for heavy duty, with a wall 
plug and cord on one end and a 
duplex outlet on the other. In an- 
other form, ducts, outlets, and 
fitting are available separately for 
special outlet arrangements as 


equipment and sufiily |= 


well as for covering cables, wires, 
small hoses, and tubing. Ideas, Inc., 
Dept. H, 615 South 2nd, Laramie, 
Wyo. 

Power unit (23B-2) - 
Manufacturer's description: This a.c. or 
d.c. current power unit permits the 
automatic control and adjustment 
of hospital beds by a four-button 
switch. It can be operated from 
any position by left or right handed 
positions. The patient’s head and 
foot movement may be controlled 
separately or in unison. For the 
first time the unit makes possible 
hydraulically operated automatic 
hospital beds. It has been rigidly 
constructed, it carries a written 
one-year warranty. The unit is 


available separately, adaptable to 


existing beds, or as an entire unit 
already installed on springs with 
the mattress optional. For trial 
purposes, factory installation is 
available. Doyle Hospital Products 
Co., Dept. H, 2760 West Warren, 


Detroit, Mich. 


Faucet and valve reseater 


(23B-3) 
Manufacturer's description: This pre- 


cision faucet and valve reseater 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 


__Over-the-floor electric duct (23B-1) 
__._Power unit (23B-2) 
___._ Faucet and valve reseater (23B-3) 
Tongue blade (23B-4) 
_Plastic surgical dressing (23B-5) 
_____Surgeon’s glove (23B-6) 
____Curtain rod brackets (23B-7) 


PRODUCT LITERATURE 


_______Disposable partitioned plate (23B-9) 


_____Ventilator (23B-11) 
Bacteriostatic bedpan (23B-12) 


Mobile x-ray unit (23B-8) 


Waste line cleaner (23B-10) 


Oxygen regulator (23B-13) 


An endeavor is made to screen. 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


reproduces the original shouldered 
seat without changing the washer 
size. It is available in 12 standard 
seat sizes. An exceptionally long, 
9144-in. feed screw makes it pos- 


sible to renew the seat on all 
faucets and valves regardless of 
where they are installed. The tool 
is equipped with a double-disc 
friction lock that prevents over- 


cutting. Self-aligning cones are 


engineered to permit the reseater — 
to be used on either internally or 
externally threaded valve and 
faucet bodies. The Schaul Mfg. 
Co., Dept. H, Cleveland 27, Ohio. 


Tongue blade (23B-4). 
Manufacturer's description: This disposa- 


ble tongue blade of new design al- 
lows the hand to remain out of > 


Reinforcing fillet 
in center section. 


____Stainless steel (23BL-5) 
_______Metal furniture (23BL-6) 

Office copy machines (23BL-7) 
Steam boilers (23BL-8) 


program (23BL-1) 

prevention (23BL-2) 

______Precast floors and roofs (23BL-3) 
Specialties and sundries (23BL-4) 


obstructed vision 


NAME and TITLE 


the line of vision. To facilitate use 


and control of the instrument, a 
depression into which the finger 


ADDRESS 
(Please type or print in pencil) 


72 HOSPITALS, J.A.H.A. 


~ 
| 
| 
oe 
e 
\ 
» 
- 
; 
| 
: 
| 
: 
\ 
\ 
’ Finger depression \ Convex end of Blade 
: facilitates control conforms to tongue structure. 
j 
t 
€ 


TANK AND POOL, 


Combination THERAPEUTIC 


1200 ... A special stainless 
steel tank permitting a com- 
bination of passive and vol- 
untary exercise with hydro 
and manual massage, while 
avoiding the necessity of at- 
tendant entering the water. 


ELECTRIC 
CORPORATION 
REACH ROAD, WILLIAMSPORT, PA. 


ENGINEERED 


for efficient, 
economical service 


Combination ARM, LEG 
AND HIP TANK, Model 
HM 650... Stationary, 
stainless steel unit for hy- 

_dromassage and subaqua 
therapy. Water mixing 
valve is thermostatically 
controlled. 


LITERATURE ON REQUEST 


Model HM 


Hudgins MOBILE SITZ 
. BATH, Model SB 100... 
For hospital, clinic or of- 
fice use . . . sturdy stain- 
less steel and aluminum 
. easy to clean and 
assemble. Electric heater 
(optional) maintains tem- 


perature of solution. 


| 


3 SPECIALIZED 
ARMSTRONG 
BABY INCUBATORS 


A complete line... 
one for each specialized need. 


Armstrong X-4 (Nursery-Type) 
Armstrong X-P (Explosion-Proof) 
Armstrong DeLuxe H-H (Hand-Hole) 


Write for detailed bulletins— 


or use our free telephone service. 


THE GORDON ARMSTRONG CO., INC. 
508 Bulkley Building 
Cleveland 15, Ohio CHerry 1-8345 


CAPACITY: 60 to 80 
Needles up to 2” long 


SOILED NEEDLE 
CONTAINER 


Protects Nursing and C.S.R. Personnel 
against infection. 

Protects Needle Points after use. 
Helps prevent Needles from clogging. 
Practical, effective method of collecting 
Needles and returning them to C.S.R. 
Provides convenient method of hand- showing Neca 


ling Needles. inserted 
between double 


All Stainless Steel. | piece outside container. layer meshing. 


No. JSfasce SOILED NEEDLE CONTAINER 
MNC 26 $13.50 Each 
LOTS OF 12 OR MORE $12.50 Each 


Distributed Exclusively by 


SUPPLY CORPORATION 


\OO Avenue New Yor’ 
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will conveniently fit has been 
formed in the handle. A reinforc- 
ing fillet extends along the center 
section of the blade giving rigid 
strength to the instrument, espe- 
cially to the end which enters the 
mouth. The convex form of the 
end of the blade provides perfect 
adherence to the back of the 
tongue, eliminating slippage. Oval 
Wood Dish Corp., Dept. H, Tupper 
Lake, N.Y. 


Plastic surgical dressing (23B-5) 

Manufacturer's description: This plastic 
protective surgical dressing is now 
available in two additional sizes 
and with a light yellow tint added 
The tint helps control application 
as it defines the area being dressed 
and gives a visual indication of 


how much to apply. The new 3-oz. 
size is particularly adaptable for 


use on surgical dressing carts. The 
new 12-o0z. size is economical for 
operating room use following 
major surgery. Aeroplast Corpora- 
tion, Dept. H, Dayton, Ohio. 


Surgeon's glove (23B-6) 
Manufacturer's description: New  sur- 


geon’s glove reduces hand fatigue 
by requiring 25 to 30 per cent less 


energy to flex the fingers and hands 
than ordinary surgeon’s gloves. 
The glove was introduced éarly 
this year as an experimental model. 
Tests with other gloves show that 
this glove is from 30 to 60 per 
cent softer than ordinary surgeon’s 
gloves. B. F. Goodrich Co., Dept. 
H., Akron, Ohio. 


Curtain rod brackets (23B-7) 
Manufacturer's description: No nails, 


screws or tools are needed to hang 
these curtain rod brackets. It can 


PRODUCTS CO. 


be done in seconds by moistening 
the patented adhesive backing with 
water and setting 4 in place. The 
brackets are designed for instal- 
lation outside or inside of window 
frames and for metal window 
frames where screws or nails can- 
not be used. Selfix Products Com- 
pany, Dept. H, Chicago 10, III. 


Mobile x-ray unit (23B-8) 
Manufacturer's description: New type of 


mobile diagnostic x-ray unit offers 
more than double the power of 
conventional mobile x-ray equip- 
ment. The unit makes it possible 
to provide, for bedside use, a ver- 
satile type of x-ray service which 
otherwise can only be accom- 
plished by bringing the patient to 
the x-ray department. The unit 


BUY DIRECT FROM 


@ first major manufacturer to market interchangeable syringes 
@ 35-year tradition for exact craftsmanship 


® satisfaction unconditionally guaranteed 


HYPODERMIC SYRINGES 


with interchangeable barrels and plungers 


2cc with Luer-Lock, Metal or Glass Tip. .........$15.63 


2cc in lots of three gross or more.............-$14.07 § 


HYPODERMIC NEEDLES 


full range of sizes and materials 
25 gauge %” rustless, with tube protectors... 


$11.51 per gross 


EISELE & COMPANY 


Nashville, Tennessee 


109 Spring St. 
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LUER-LOCK TIP 


METAL TIP GLASS TIP 


FOR OTHER DIRECT-FROM-FACTORY SAVINGS... 


write for price list on our full line of hypodermic 
syringes and needles and other hospital equipment 
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rolls easily along hospital corri- 
dors, over door sills and onto 
elevators, and can be plugged in- 
to convenience outlets for use 
virtually anywhere in a hospital 
or clinic. Operating at 200 mil- 
liamperes, this unit can “stop 
motion” in the patient by per- 
mitting the physician to use shorter 


exposure times, thus preventing 
blurring of the x-ray image. Gen- 
eral Electric Co., Dept. H, Mil- 
waukee 1, Wisc. 


Disposable partitioned plate 
(23B-9) | 
Manufacturer's description: These new 
10-in. partitioned plates come in 
a pleasing green pastel shade, are 
uncoated, but are sturdy enough 
to withstand the cutting of meats 


absorption of 


resist’ the 
gravies, sauces, and juices. Other 
plates, both plastic coated and un- 
coated, are available in 6, 7, and 
9-in. sizes. The plates are part of 
a matched food service for hos- 


pitals. A tray of the matched food 
service weighs about six pounds 
lighter than a tray filled with 
glasses and chinaware. Dixie Cup 
Co., Dept. H, Easton, Pa. 


Waste line cleaner (23B-10) 
Manufacturer's description: Designed for 


- safety and maneuverability, this 
heavy duty waste line cleaner 
cleans waste lines from 1% in. to 
2% in. in diameter. The cleaner 
uses a % in. to % in. 500 rpm 
electric drill for power. It is safe 
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to handle and is flexible enough 
to permit efficient operation in 
cramped quarters and awkward 
positions. It can be easily taken 
apart for cleaning. The complete 
unit consists of an electric drill; 


a waste line container designed to 
keep dirt and water off the floor; 
35 ft. of cable; three detachable 
cleaning tools; a combination 
wrench; and a guide tube. The 
Ohio Tool and Engineering Co., 
Dept. H, 842 N. Spring St., Spring- 
field, Ohio. 


Ventilator (23B-11) 


Manufacturer's description: This ventila- 
tor makes possible mechanical ven- 
tilation with intermittent negative 
and positive pressures during non- 
rebreathing anesthesia techniques. 


Hospital Wheeled 


Whatever your hospitals’ 


See GENDRON Feat! 


requirements—you'll be assured 


of economy plus quality in the 
Gendron line. Gendron’s 75 years 
of experience, building depend- 


able wheeled equipment for home . 
and institution is your undeniable 


guarantee! 


Send for 
Complete 
Catalog. 


THE GENDRON WHEEL COMPANY, 


“WHEELED 
STRETCHERS 


PERRYSBURG, OHIO 
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Thé valves of the NRB (NonRe- 
Breathing) head are clearly visi- 
ble at all times, and the anesthetist 
may resort to manual control of 


the rebreathing bag whenever it 
may appear desirable to do so. 
The unit is shown fitted to a new 
volume indicator, which is distin- 
guished by a bellows-type internal 
rebreathing reservoir and unique 
conversion chart for more precise 
estimate of tidal exchange under 


various gas flows and rates of res- 
piration. Air-Shields Inc., Dept. H, 
Hatboro, Pa. 


Bacteriostatic bedpan (23B-12) 


Manufacturer's description: White plastic. 


bedpan is fabricated by means of 
a new process, which renders the 
plastic bacteriostatic and fungi- 
static. In addition, the material is 
nontoxic and is a nonallergen. The 
bedpan cannot dent, chip, peel 
or corrode and it is virtually un- 
breakable. Zylon Products Co., Inc., 
Dept. H, 27 Dryden Lane, Provi- 
dence 4, R.I. 


Oxygen regulator (23B-13) 
Manufacturer's description: This highly 


compact miniature oxygen regula- 
tor assures greater safety, comfort 
and reliability in a wide variety 
of applications; The regulator 
which weighs only 1% oz., is 1% 
in. in diameter by % in. thick—or 


about 1/20 the weight and size of 
conventional oxygen regulators. 


The new regulator has exception- 
ally low suction flow characteris- 
tics, meaning that the user can 
draw in oxygen with normal 
breathing, as compared to as much 
as 10 times the normal breathing 
exertion required to open most con- 
ventional regulators. Robertshaw- 


_ Fulton Controls Co., Dept. H, Santa 


Ana Freeway at Euclid Ave., An- 
aheim, Calif. 


Maintenance program (23BL-1)— 
A 44-page catalogue contains the 
latest information on _ sanitation 
and maintenance products for hos- 
pitals. All of the products are 
placed in separate divisions for 
easy selection. The catalogue index 
lists floor maintenance products, 
soaps, germicides, insecticides, 
cleaning compounds and _ others. 
Huntington Laboratories Limited, 
Dept. H, 86 Parliament St., To- 
ronto 2, Ontario. 


Rust prevention (23BL-2)—Four- 
page brochure outlines applications 
of rust prevention. It includes in- 
formation on priming rusted sur- 
faces, and tells how certain coat- 


ings provide greater durability and © 


elasticity in contact with corrosive 
elements. Results of adhesion, im- 
mersion, fume, electrolytic break- 
down accelerated weathermeter, 
and field performance tests are 
also pointed out. L. Sonneborn 
Sons, Inc., Dept. H, New York, N.Y. 


Precast floors and roofs (23BL-3)— 
The use of precast concrete floors 
and roofs for hospitals is treated 
in this six-page folder. Details are 
shown at a sample hospital depict- 
ing how the precast floor and roof 
system is adaptable to a wall- 
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bearing structure. Also included 
are photos that demonstrate how 
the underside of the precast units 
can be exposed for finished ceil- 
ings. The Flexicore Co., Inc., Dept. 
H, 1932 E. Monument Ave., Dayton 
1, Ohio. 


Specialties and sundries (23BL-4)— 
Specialties and sundries for hos- 
pitals are featured in this 144- 
page catalogue which contains 
some 1250 illustrations. Many new 
items and old standbys of interest 
to the surgical and hospital trade 
make this book a useful reference. 
Graham-Field, Dept. H, 32-56 62nd 
St., Woodside 77, N.Y. 


Stainless steel (23BL-5)—‘‘Products 
of Stainless Steel for Architects 
and Builders,” is a 44-page illus- 
trated reference manual describing 
a wide variety of factory-made 


_ stainless steel] components and lists 


their manufacturers. The manual 
is illustrated with photographs, 
detail drawings, profiles and ex- 
ploded views showing the product 
in use, American Iron and Steel 
Institute, Dept. H, 150 East 42nd 
St., New York 17, N.Y. 


Metal furniture (23BL-6)—This 24- 
page catalogue shows a complete 


modern metal furniture line which 
can be used in hospital lobbies, 


conference rooms, offices, etc. In- 


cluded are davenports, sectionals, 
arm chairs, and desk and dresser 
cabinets. The Howell Co., Dept. H, 
St. Charles, Ill. 


Office copy machines (23BL-7)— 
Four-page bulletin describes the 
main features of the four different 
types of office photocopy processes 
which are in general use today: 
diazo, dye-transfer, infrared, and 
silver-transfer. The bulletin points 
out the relative merits of each 
with respect to print quality, econ- 
omy of operation and the per- 
manence of copies. Peerless Photo 
Products, Inc., Dept. H, Shoreham, 
Long Island, N.Y. 


Steam boilers (23BL-8)—Basic 
safety controls for low-pressure 
steam boilers are covered in a 24- 
page booklet. The booklet tells the 
story in simple diagrams and ex- 


-planations and tells the “why” and 


“how” of all authoritative methods 
of providing maximum safety and 
automatic water level control for 
all low-pressure steam boilers. 
McDonnell & Miller, Inc., Dept. H, 
3500 N. Spaulding Ave., Chicago 
18, Ill. 
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Pro-Tex-Mor 


WASTE CAN LINER 


FLUSHABLE 
BEDPAN COVERS 


Waste disposal is simple, safe, sanifary win, 
PRO-TEX-MOR bags... treated with extra hedvy 
wax coating to protect against léakage and con= 
tamination, Four sizes to fit all types of step-on 
waste cans and containers. Fifty liners are packed 


sturdy, reusable plastic bag. 


BEDSIDE DISPOSABLE BED PADS 
WASTE DISPOSER " 


JUMBO WASTE DISPOSABLE URINAL 
CAN LINERS COVERS 


— 


Fine; pure white, 


Tal wet strength, tear 

reststant paper. 

Smooth or creped 

X-RAY FILM STORAGE NIPPLE Sinish—individual- 
ENVELOPES COVERS tpowrapped rolls 


“ith. string-pull 
Opener, 


SYRINGE STERILIZER “DUET” SYRINGE oe Pro-Tex-Mor EXAMINATION 
BAGS STERILIZER BAGS | a i TABLE SHEETING 


EXAMINATION GOWN _ STERILIZER BAGS 


OTHER PRO-TEX-MOR DISPOSABLES 


You get dollar-savings and better house- 
—— when you go Pro-Tex-Mor 
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engincating and maintenance 


N RECRUITING manpower for the 

hospital engineering depart- 
ment there are several sources 
that are worthy of investigation. 
In a typical community there can 
be found young men recently out 
of high school who have a natural 
inclination for mechanics and who 
would like the opportunity to de- 
velop mechanical skills. They have 
perhaps held summer jobs helping 
to fire small boilers, maintaining 
mechanical equipment, or work- 
ing in a garage or machine shop. 
Around five years of some such 
experience is a good background 
of basic skills needed for hospital 
engineering department work. 

Another potential source of 
manpower is the small industrial 
plant. Many times there are older 
‘men faced with replacement by 
younger men who would make 
excellent engineers and mainte- 
nance men. In larger communities, 
hotels can be another manpower 
source. - 

Before investigating any man- 
power source the administrator (or 
whoever has the personnel re- 
sponsibility) must evaluate the 
salary and other perquisites that 
can be offered. Hospital salaries 
may not exactly match salaries 
for comparable positions in in- 
dustry, but the guarantee of steady 
employment, good environment, 
less pressure and more freedom to 
develop individual ability often- 
times will encourage men to take 
positions as engineers and me- 


Leland J. Mamer is director of buildings, 
St. Luke’s Hospital, New York City. 
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Essentials of an orientation and 
training program for engineering and 
maintenance department personnel are 
prefaced in this article with some of 
the primary qualifications desirable in 
personnel of this department— from 
the chief engineer on down. The chief 
engineer’s relationships with the ad- 
ministrator and his role in training 
personnel of other departments are al- 
so discussed. 


chanics with a hospital. The repu- 
tation of the hospital in the com- 
munity as a good place to work is 
also important. 

Age should not be stressed in 
recruitment as long as the appli- 
cant has good health, good experi- 
ence, and is willing to adjust to 
the requirements of the engineer- 


ing department. 


CHIEF ENGINEER QUALIFICATIONS 


The most important engineering 
department position, of course, is 
that of chief engineer, for upon 
him depends the success of the 
over-all operation of the engineer- 
ing, department. Qualifications for 


this position should be just as high 
as for any other department 


head, since the person who fills 
the position will be responsible 
for operating and maintaining the 
hospital’s largest investment—the 
physical plant and all its equip- 
ment. 

What are the qualifications for 
the position of chief engineer? 
Here are some of the more impor- 
tant ones: 

1. High school education, with 
trade school or college engineer- 


by LELAND J. iAMER. 


Better work methods — and better work — 


are the dividends of a well organized program in 


orientation and training 


ing training desirable for service 
in larger hospitals. 

2. Basic mechanical ability, with 
a knowledge of various trades to 
be supervised. Construction ex- 
perience is helpful. 

3. Ability and willingness to 
train men under his supervision 
and in other hospital departments. 

4. Ability to make decisions and 
state reasons for them. 

5. Willingness to practice pre- 
ventive maintenance. 

6. Ability to develop adequate 
work schedules. 

7. Willingness to learn new 

methods, to accept new ideas, and 
to experiment with new materials 
or techniques where advisable. 
_ 8. Ability to instill in his sub- 
ordinates loyalty and depend- 
ability, cooperation with other de- 
partments, the desire to learn new 
methods, accept new ideas and 
make improvements. 

9. Comprehension of the impor- 
tance of budget control, record 
keeping, and inventory control. 

10. Supervisory ability, and the 
ability to express himself clearly 
and simply. 

11. Ability to assist other de- 
partment heads in planning for 
new equipment or expansion of 
services. 

12. Leadership ability and abil- 
ity to get along with co-workers. 

To these qualifications can be 
added the basic qualities of de- 
pendability, loyalty, honesty, and 
fairness that should be present in 
any employee. Some of the above 
qualifications also apply to engi- 
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neering and maintenance 


ployees. 

Relationships between the chief 
engineer and the administrator 
should be clearly established so 
that there will be as little mis- 
understanding as possible. These 
relationships can be partially out- 
lined as follows: 

What should. the administrator 
expect of his chief engineer? 

1. Loyalty, good attitude, and 
initiative. 

2. Responsibility for the engi- 
neering department and all it en- 
tails. 

3. Formulation of an efficient 
Maintenance program. 

4. Ability to prove the need for 
new equipment. 

5. Cooperation with other de- 
partment heads. 

6. Self-improvement through 
study and attendance at as many 
special engineering meetings and 
programs as possible. 

7. Submission of regular reports 
on work being performed. 

What should the chief engineer 
expect of the administrator? 

1. Understanding of his respon- 
sibilities and his problems, and 
confidence in his ability. 

2. Cooperation in working out 


problems or conflicts that develop | 


with other department heads. ~ 

3. An adequate budget. 

4. Realization that equipment 
does wear out and must be re- 
placed. 

§. Recognition that occasional 
breakdowns are inevitable. 

6. Right to be consulted when 
new equipment or improvements 
are planned that will involve in- 
stallation, operation, or mainte- 
nance by the engineering depart- 
ment. 
J. The right to request a special 
interview when an unusual prob- 
lem arises. | 

A new chief engineer should 
spend as much time as he can in 
each department to become fa- 
miliar with its equipment. He 
should request that department 
heads spend whatever time they 
can in acquainting him with the 
operation of their department, par- 
ticularly if he is new to the hos- 
pital field, so that he in turn can 
orient and train his subordinates 
properly. This type of orientation 
will help maintain good communi- 
cation between the engineering 
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Operative 
Care 


....... STANLEY 


automatic door controls 


When doors to operating, anesthetic and 
sterilizing rooms open and close automatically, 
doctors and nurses pass through without 

danger of contamination. No hands need touch 
doors operated by Stanley Magic Door Controls! 
Stanley’s “tiptoe-operated” Explosion-Proof 
Wall Switch (or floor button) is ideal for 
performing this service. 


Post-operative care also gets an assist from other 
Magic Door Controls that automatically open 
and close doors for personnel carrying 

infants or moving patients on stretchers, 

and for recuperating patients moving 

about in wheel chairs. 


Write for free literature to Magic Door Sales, — 
Stanley Hardware, Division of The Stanley Works, 
Dept. L 1065 Lake St., New Britain, Conn. 


AMERICA BUILDS BETTER AND LIVES BETTER WITH STANLEY 


STANLEY 


This famous trademark distinguishes over 20,000 quality products of The Stanley Works—hand and electric 
tools + drapery, industrial and builders hardware + door controls + aluminum windows - metal parts + coatings « 
steel and steel strapping—made in 24 Stanley plants in the United States, Canada, England and Germany 
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department and other departments. 

Another important part of the 
orientation of the chief engineer 
and other engineering personnel 
is stressing the fact that the engi- 
neering department plays an im- 
portant role in patient care, and 
that it is the patient who ulti- 
mately benefits from its work. 
Should poor attitudes develop, the 


cause should be determined as . 


soon as possible, for it may be poor 
leadership on the part of the chief 
engineer, interdepartmental con- 
flicts, or unpopular administrative 
policies. 


PERSONNEL TRAINING 


The chief engineer has the re- 
sponsibility for setting up training 
programs for engineering person- 
nel. Such programs require a con- 
siderable amount of effort, but 
they pay dividends. An employee 
must be trained to drop bad work 


‘habits and to adopt good ones be- 


fore he can be trained in proper 
procedures for repairing and main- 
taining equipment. 

In a smaller hospital, a training 
program may be difficult to estab- 
lish because each employee must 
have experience and ability in 


_several trades. Usually the chief 


engineer is a working engineer, 
which means he may not have time 
to train new employees and may 
depend on older, experienced men 
for his staff. Even so, wherever 
possible a training program should 
be established. 

The first step in setting up a 
program is to establish a file of 
manuals on all equipment the engi- 
neering department must main- 
tain. This same file can also be 
used in establishing a preventive 
maintenance program. The man- 
uals should cover operating in- 
structions, lubrication chart, and 
parts list for each item, and con- 
tain pictures or drawings of each 
unit. 

Whenever possible, the trainee 
should be started in the boiler 
room, where his activity can be 
confined and his ability and in- 
terest closely observed. Here he 
can learn the operation and 
maintenance of boiler room equip- 
ment and probably will have more 
time to read the equipment man- 
uals than if he joined the mainte- 
nance crew. Also, by starting in 
the boiler room he has the oppor- 


tunity to become either an engi- 
neer or a maintenance mechanic. 
Then, too, he can assist in the re- 
pair of hospital equipment brought 
down to the maintenance shop. In 
this way he can become familiar 
with many items of hospital equip- 
ment, giving him a head start 
when his equipment maintenance 
training begins. 

A trainee should not be sent out 
alone on a maintenance assign- 
ment, except perhaps in an emer- 
gency, but should go with the chief 
engineer or another qualified engi- 
neer or ikibente: He can be shown 
the right way to examine the 
equipment, how to determine the 
cause of trouble, how to dismantle 
and install new parts, reassemble, 
test, and place the equipment back 
in operation. 


QUESTIONS AND STUDY 


The trainee should be encour- 
aged to ask questions while the 
repair is being made. If he has not 
had an opportunity to study the 
manual on the equipment being 
repaired, he should do so as soon 
as possible afterward. This will 
help him to understand any pic- 
tures or drawings and will guide 
him in asking further questions. 

The new employee should be 
reminded repeatedly of the impor- 
tance of doing repair jobs right the 
first time and of asking for assis- 
tance if he is not sure. By working 
with the chief engineer or a quali- 
fied maintenance man, he can learn 
proper work habits and the impor- 
tance of using the correct tools. 
After the new employee has 
learned to repair equipment, he 


should be allowed to do so under | 


supervision. How soon he can be 
allowed to work alone depends on 
his ability, but in evaluating the 
trainee’s progress it should be re- 
membered that the quickest one 
to learn doesn’t always become the 
best mechanic. 


Other possibilities for rounding ' 


out the training program: 

@® Setting up equipment in the 
boiler room for the trainee to work 
on. 

® Installing test equipment for 
such items as traps, faucets, and 
electrical apparatus, so that the 
trainee can learn how to test the 
equipment as well as become fa- 
miliar with its operation. 

® Providing books, articles, and 


visual aids on engineering and 
maintenance subjects. 

In addition to training the engi-. 
neering and maintenance staffs, the 
chief engineer should assist in 
training. personnel of other hos- 
pital departments in proper use 
and care of equipment. It is best 
to work with one department at a 
time, with the approval and co- 
operation of the department head. 

It should first be established by 
the chief engineer when the per- 
sonnel and equipment are avail- 
able, and for how long. Second, 
precise but. easy-to-follow work 
procedures should be written for 
various items of equipment, with 
copies for the department head, 
supervisor, and employee. Third, 
the department head should be- 
come familiar with the procedure 
so that he can continue the pro- 
gram. Group instruction should be 
followed by individual instruction 
in the actual operation of equip- 
ment. Although initial instruction 
of personnel of other departments 
should in most cases be carried out 
by the chief engineer, oftentimes 
an engineering staff member is 
qualified to perform these duties. 

An initial training period, 
whether for engineering and 
maintenance department person- 
nel or personnel of other depart- 
ments, is not enough. Training is 
a continuing process and must be 
repeated for most employees. It is 
a responsibility of the department 
head and chief engineer to see that 
correct procedures are followed at 
all times. Supervisory personnel 
and mechanics can share this re- 
sponsibility if they are trained to 
follow through on the day-to-day 
operation of the equipment. In this 
way they can observe and correct 
the employee before he develops 
careless work habits. Often an em- 
ployee will accept correction from 
a supervisor or head mechanic bet- 
ter than from his department head 
or the chief engineer. 

Good interdepartmental and per- 
sonnel relations are a vital part of 
a training program, especially in 
gaining the confidence of the em- 
ployee so that he will accept and 
put into practice good operating 
procedures. Time and money spent 
carrying out such a program will 
pay valuable returns in the form 
of better services and lower 
maintenance and operating costs. ® 
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BUILDING—Indianapolis Community 
Hospital, Indianapolis, Indiana 
ARCHITECT—Daggett, Neagle and 
Daggett, Inc. 
CONTRACTOR—Huber-Hunt and 
Nichols, Inc. 
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Only Adlake gives ese 6 basic advantages: 


e Finger tip control 


THE ADAMS & WESTLAKE CO 


e No warp or rot 
e Minimum air infiltration e No rattle, stick or swell 
e Guaranteed non-metallic weather stripping 
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e No painting or maintenance 
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accounting guide, section 3 


Cost FINDING FOR HOSPITALS; Section 
3 of Handbook on Accounting, 
Statistics and Business Office Pro- 
cedures for Hospitals. American 
Hospital Association. Chicago, the 
Association, 1957. 136 pp. $3. 


This excellent manual explains 
how cost data are compiled, ana- 
lyzed, and interpreted, and focuses 
attention on areas requiring special 
managerial attention. Chapter 3 
illustrates, for the accountant and 
hospital controller, a complete set 
of cost data for a short-term gen- 
eral hospital of about 330 beds. 
This size makes it possible to cover 
more departments and cost centers 
than are ordinarily found in 
smaller or specialized institutions. 
The problem proceeds through 
some 35 schedules of analyses and 
cost apportionments, three basic 
worksheets, and ultimately into 
two final cost reports. 

Another chapter, “Special Cost 
Studies,” a five-page index, and 
three appendices (which spell out 
possible bases for’ establishing 
new cost centers, and for distribut- 
ing general service and special 
service costs) are also primarily 
for the controller and accountant. 
Any hospital that already makes 
substantial use of the American 
Hospital Association chart of ac- 
counts, or follows the procedures in 
Bookkeeping Procedures and Busi- 
ness Practices for Small Hospitals, 
will find it especially easy to apply 
or adapt the procedures and con- 
cepts presented. The three chap- 
ters on the nature and use of cost 
data, cost finding procedures and 
budgetary procedures are recom- 
mended for hospital management 
in general. 

The committee and staff that 
prepared the manual deserve high 
praise not only for the quality of 
the technical presentation, but al- 
so for successfully conveying to 
the administrator the key prob- 
lems involved and the managerial 
uses of cost data—A. M. HILL- 
HOUSE, professor, Graduate School 
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of Business and Public Adminis- 
tration, Cornell University. 


Product toxicology 


CLINICAL TOXICOLOGY OF COMMER- 
CIAL PropuctTs. Marion N. Gleason, 
Robert E. Gosselin and Harold C. 
Hodge. Baltimore, Williams and 
Wilkins. 1957. 1160 pp. $16. 
The authors have accomplished 

a seemingly impossible task in 
compiling this colossal volume. 
The daily influx on the market of 
new products for home and farm 
use has presented scores of new 
cases of acute poisonings due to 
accidental ingestion. Practicing 
physicians are confronted daily 
with these cases. As is often the 
case, the patients are referred to 
the nearest hospital. Even though 
the ingested product may be 
known, it is often difficult to de- 
termine the active constituent of 
the product. 

A solution to this perplexing 
problem can be found in one of 
the seven sections of this book: 

First aid and general emergency 


treatment; ingredients index; 


therapeutics index; supportive 
treatment; trade names _ index; 
general formulations; manufactur- 
ers’ names and addresses. 

A system of colored pages and 
an illustrative chart on “How to 


Use This Manual” make it easier | 


for the physician to treat acute 
poisonings quickly and effectively. 
An alphabetical listing of more 
than 15,000 trade names of prod- 
ucts further points up the vastness 
of this work. 

This is not a book that should 
be simply shelved in the medical 
library of the hospital. It is a daily 
reference tool that should be con- 
spicuously displayed in the area 
of the hospital (probably in the 
emergency room) in which such 
acute poisonings are to be treated. 
It is an absolute ‘‘must’’, particu- 
larly for those hospitals involved 
in poison control programs. 

| —JOSEPH ODDIS 


also: 

product toxicology 
new AHA manual 
recreation guide 


New AHA manual 

Physical Therapy, Essentials of 

a Hospital Department was re- 
cently published by the American 


. Hospital Association. This manual 


replaces Essentials of a Hospital 
Department — Physical Therapy, 
published by the Association in 
1949. The new manual was mailed 


to institutional members of the As- | 


sociation last month. Additional 
copies are available from Associa- 
tion headquarters for one dollar. 

Philip Bonnet, M.D., reported on 
the development of this manual in 
his article, “Big Step Forward,” 
in the November 1 HOSPITALS. 


Recreation guide 


The National Recreation As- 
sociation has just published its 
1957-58 edition of A Guide to 
Books on Recreation. This edition 
includes more than 850 titles from 
125 publishers. There is a special 
section on recreation for the ill 
and handicapped with 13 titles. In 
addition, many of the books on 
hobbies, games and puzzles could 
be used in providing entertain- 
ment and fun for the patient. 

Copies of this Guide are avail- 
able for 25 cents from the National 
Recreation Association, Depart- 
ment HS, 8 West Eighth St., New 
York 11, N.Y. 


Revised edition 


A second edition of Antiseptics, 
Disinfectants, Fungicides, and 
Chemical and Physical Steriliza- 
tion has just been published by Lea 
& Febiger in Philadelphia. Three 
new chapters are included: “Steril- 
ity tests and methods of assuring 
sterility,” ‘““Methods of testing sani- 
tizers and bacteriostatic sub- 
stances,” and “Ultraviolet radia- 
tion as a_ germicidal agent.” 
Chapters of the first edition (which 


- Was reviewed in the July 1955 is- 


sue of HOSPITALS) have been-ex- 
panded to reflect recent advances. 
The price is $15. 
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hersonnel changes 


@ William J. Anderson has been ap- 
pointed administrator of Grant 
Memorial Hospital, Petersburg, W. 
Va. He was formerly administra- 


tor-anesthetist at Winder-Barrow 


Hospital, Winder, Ga. 


@J. Leo Ash has been appointed 
administrator of the Fall River 
(Mass.) General Hospital succeed- 
ing Leroy W. Hammett. Mr. Ash 
was formerly administrator of St. 
‘Mary’s Hospital, Leonardtown, Md. 


@ Gordon S. Boughton has been ap- 
pointed administrator of Marion 
(Ind.) General Hospital. He was 
formerly assistant administrator of 
Community Hospital, Indianapolis. 
Mr. Boughton is a graduate of the 
Northwestern University program 
_in hospital administration. 


_ @ Guy W. Brugler, M.D., for the past 
10 years administrator of the Chil- 
dren’s Medical Center, Boston, has 
announced his wish t» resign upon 
designation of a 
successor. Dr. 
Brugler has 
served as ad- 
ministrator to 
the various 
units of the cen- 
ter and as sec- 
retary to the or- 


serve the center 
in an advisory 
capacity with reference to its build- 
ing program. 

Dr. Brugler is a past president of 
the Massachusetts Hospital Asso- 
ciation, a director of the Massa- 
chusetts Hospital Service Associa- 
tion, the Hospital Purchasing 
Corporation of Boston and a mem- 
ber of the governing board of the 
Hospital Council of Boston. . 


DR. BRUGLER 


@ Fred K. Fish has been appointed 
executive director of the New York 
Polyclinic Medical School and Hos- 
pital, New York City. - 


@ Carl |. Flath has been appointed 
director of Pontiac (Mich.) Gen- 
eral Hospital. He was formerly a 
hospital consultant. 


@ Clyde H. Gruchow has been ap- 
pointed administrator of Logan 
County Hospital, Oakley, Kans. He 
was formerly doing research work 
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in cineradiography and diagnostic 
x-rays at the University of Cali- 


fornia Medical Center, San Fran- 
cisco. 


@ Dwayne L. Hall has been appointed 
administrator of Marinette (Wis.) 
General Hospital, succeeding 
Morris R. Smith who resigned be- 
cause of ill health. Mr. Hall was 


formerly administrator of Ryburn 
Memorial Hospital, Ottawa,‘ Ill. He 
is a graduate of the Northwestern 
University program in hospital ad- 
ministration. 


@ Donald £. Hansen has been ap- 
pointed administrator of Bis- 
marck (N. Dak.) Hospital. He was 
formerly an administrative resi- 
dent at the hospital. Mr. Hansen 
is a graduate of the Northwestern 
University program in _ hospital 
administration. 


@ Frank S$. Koronkiewicz has been ap- 


ganization. He 
- will continue to 


toward men.” 


' The Metropolitan Museum of Art. 


tentions. 


LAwson 


FUND RAISING COUNSEL 


ene. 


And suddenly there was with the angel a multitude 
of the heavenly host praising God and saying “Glory 
to God in the highest, and on earth peace, good will 


Central Panel of “‘The Nativity”, by the late 15th Century Flemish artist David. Courtesy 


We offer our wishes for a blessed Christ- 
mas to all men of good will. And may the 
new year see the fulfillment of your in- 
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Make Most Effective 
Use of ALL Personnel 


It's here—the simple, natural, efficient system that 
assures the specified menu for every patient .. . 
and can be operated by any employee of the 
hospital. The Mercury Dietary System releases 
nursing personnel from time spent as waitresses 
and kitchen help ... enables them to devote 
their full time to nursing duties. What's more, it's 
so efficient and time-saving that many personnel 
heretofore necessary can be re-assigned—resulting 
in significant payroll economies. 


Tremendous Saving 
in Food Requirements 


The Mercury Dietary System serves food hot and 
palatable . . . and really FAST! Patients cre 
elated with the service and the condition of the 
food. Actual reports from hospitals indicate that 


_ patient satisfaction with food served the Mercury 


way results in less waste and consequent econ- 
omy in food purchases. 


Mercury 
HEATED Tray Cart 


Now! Available in 2 sizes 


and optional refrigeration 


Gives dietitian complete contro! over makeup of 
patient trays . . . enables LOWEST-PAY help to 
deliver food hot in the fastest time ... and to 
do it ACCURATELY. Two models—'‘Junior 22'' 
(illustrated) serves 22 patients; ‘‘Senior 30'' serves 
30. Hot food compartment is electrically heated; 
refrigeration unit for other compartments optional. 
Light in weight—easy to pull on large rubber tire 
wheels into any standard elevator . . . through 
any door. 


Ask about a free demonstration in your own 
hospital . . . with no obligation to buy. Or 
WRITE FOR LITERATURE AND COMPLETE IN- 
FORMATION. 


STEELE-HARRISON MFG. CO. 


914 W. Main St., Peoria, Illinois 
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pointed superintendent of Nanti- 
coke (Pa.) State Hospital suc- 
ceeding A. L. Mitke. 

Mr. Mitke has been appointed 
administrator of the Calais 
(Maine) Regional Hospital. 


@ John J. Hayes has been appointed 
associate administrator of St. 
Mary’s Infirmary, Galveston, Tex. 


‘He was formerly executive co-. 


ordinator at the institution. Mr. 
Hayes is a graduate of the Wash- 
ington University program in hos- 
pital administration. 


@ Nicholas. A. Herrig has been ap- 
pointed assistant administrator of 
St. Anthony’s Hospital, Morrilton, 
Ark. He was formerly assistant 
administrator of Santa Rosa Hos- 
pital, San Antonio, Tex. Mr. Herrig 
is a graduate of the Northwestern 
University program in hospital ad- 
ministration. 


@ Frederick W. LaCava, Ph.D., has been 
appointed administrator of the 
General Hospital of Greater Miami 
(Fla.). He was formerly adminis- 
trator of Monroe Jackson Hospital, 
Hollywood, Fla. 


@ Raymond J. Lowe has been ap- 
pointed administrative assistant of 
Jefferson Medical College Hospital, 
Philadelphia. He is a graduate of 
the Columbia University program 
in hospital administration. 


@ Steve F. McCrimmon has been ap- 
pointed administrative director of 
Baptist Hospitals of Miami (Fla.). 
He was formerly administrative 
director of Doctors’ Hospital, Coral 
Gables, Fla. 


@ Sister Cyril has been appointed 
administrator of Glockner Hospi- 
tal and Penrose Cancer Hospital, 
Colorado Springs, Colo. She was 
formerly administrator of Good 
Samaritan Hospital, Dayton, Ohio. 


@ Sister M. Loretto has been ap-. 
pointed administrator of St. Vin-' 


cent’s Hospital, Vancouver, British 
Columbia, succeeding Sister Mary 
Ruth. 


@ Sister Rita Lovise has been ap- 
pointed administrator of Provi- 
dence Hospital, Kansas City, Kans. 
She is a recent graduate of the 
St. Louis University program in 
hospital administration and was 
administrator of the hospital prior 
to taking the course there. 


@ Sister M. Oswaldina has been ap- 
pointed administrator of Mercy 
Hospital, Oshkosh, Wis., succeed- 


« 


ing Sister M. Lavrentina. She was for- 
merly administrator of St. Joseph’s 
Hospital, Marshfield, Wis. 


@ Sister Helen Regina, S. C., has been 
appointed administrator of St. 
Joseph Hospital, Mt. Clemens, 
Mich. She was formerly assistant 
administrator and business mana- 
ger of Good Samaritan Hospital, 
Dayton, Ohio. 


@ Sister Mary Rene has been ap- 
pointed administrator of St. John’s 
Hospital, St. Louis, succeeding Sis- 
ter Mary Brendan who has been ap- 
pointed director of the St. John’s 
Hospital School of Nursing, Spring- 
field, Mo. 


@ S. T. Whitworth has been appointed 
administrator of Ouachita General 
Hospital, Hot Springs National 
Park, Ark. : 


@ Charles R. Worthen has been ap- 
pointed administrator of Conecuh 
County Hospital, Evergreen, Ala. 
He was formerly administrator of 
Washington County Hospital, 
Chatom, Ala. 


Deaths 


@ John W. Cavers died Sept. 25 of 
leukemia. He was 46. Mr. Cavers 
had been administrator of Wesson 
Memorial Hospital, Springfield, 
Mass., for 10 years at the time of 
his death. He was previously busi- 
ness administrator of Oshawa (On- 
tario) General Hospital. Mr. Cav- 
ers is survived by his widow, Mary 
Mitchell Cavers, and a son, David. 


@ Regina Kaplan died Oct. 8 in Den- 
ver. She had been administrator of 
Leo N. Levi Memorial Hospital, 
Hot Springs, Ark., from 1916 to 
1951, when the hospital was con- 
verted into the National Arthritic 
Research Foundation Center. Miss 
Kaplan was a past president of the 
Arkansas Hospital Association and 
Midwest Hospital Association, and 
was a past president of the Ameri- 
can Hospital Association. 


@ Dean Edward Spease died Oct. 12 
in Akron, Ohio, at the age of 74. 
For 24 years Mr. Spease served as 
dean of Western Reserve Univer- 
sity’s School of Pharmacy where 
he established the first graduate 
program in hospital pharmacy. He 
is credited by pharmacists with 
developing the first set of mini- 
mum standards for hospital phar- 
macy practice which the American 
College of Surgeons adopted in 
1936. Mr. Spease is survived by 
his widow. 
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TAILOR-MADE FOR HOSPITAL USE! 
According To YOUR SPECIFICATIONS 


We asked hospitals—just like yours—what features you would suggest for 
the perfect toilet soap. You said you wanted a quality soap—a soap that would 
sive abundant lather in all types of water. You also specified that it be mildly 
fragrant and—above all—a hard-milled soap that would last longer. And here 
it is—Colgate’s BEAUTY WHITE! The soap made according to your specifi- 
cations. Make your next order BEAUTY WHITE. Patients will appreciate it 
—you ll.save money! 


Packed unwrapped for your convenience. 11/2 oz.—300 in case, 3 oz.— 144 in case. 
Also available wrapped in 2-0z. size only— 1,000 in case. 


* FINEST QUALITY SOAP * GIVES ABUNDANT LATHER IN ALL TYPES OF WATER * UTMOST IN ECONOMY 
* SAME BASE—SAME PLEASING FRAGRANCE—AS COLGATE’S FLOATING SOAP 


And For Your Private Pavilion— Mild FREE! Latest Edition Handy Soap and cm 


and Gentle Palmolive Soap in its famous green’ Synthetic Detergent Buying Guide. Tells 
wrapper. Quick lathering, meets highest hospital: you the right product for every purpose. 
standards for purity, mild and easy on the skin. Ask your C.P. representative for a copy, 
Write for sizes and prices. or write to our Industrial Department. 


Colgate-Palmolive Company 


300 Park Ave., N. Y. 22, N.Y. © Atlanta 5, Ga. * Chicago 11, Ul. 
Kansas City 5, Kans. * Berkeley 10, Calif. 
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CHRISTMAS BELL CROUTON 


HRISTMAS by tradition is time 

\ for family and friends, for 
renewing old acquaintances, and 
for just being at home by the fire 
and tree. Unfortunately everyone 
will not be able to spend Christmas 
in this manner; illness will keep 
a great number of people in short- 
term and long-term hospitals. 

To help bridge the gap, hospitals 
will make special efforts to create 
a holiday atmosphere. The hospi- 
tal dietary department may be 
called upon to feature traditional 
and fancy holiday foods on their 
Christmas menus. 

To help the dietitian plan these 
Christmas menus, here are 16 sug- 
gestions* for adding the holiday 
touch to appetizers and desserts. 


CHRISTMAS APPETIZERS 


Eye-catching arrangements of 
fresh fruit, such as this pineapple 
and grape combination, will give 
a meal tray that “something 


*The editors wish to express their - 
preciation to the following groups for t 
recipes and pictures featured in this 
article: United Fresh Fruit and Vegetable 
Association, Washington, D.C., and the in- 
stitutional department of Bernard L. 
Lewis, Inc., New York City, (pineapple 
wedges, Christmas fresh fruit cup, orange 
basket, banana eggnog. and cranberry and 
ar compote); H. J. Heinz Co., Pitts- 
urgh, Pa., (Christmas bell crouton and 
Christmas sundae); National Biscuit Co., 
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from beginning to end— 


PINEAPPLE WEDGES 


let your menus say Christmas 


Here are 16 recipes that are in- 
tended to add festivity to first and 
last courses on Christmas menus. 


special’ to brighten the holidays 
for patients. Here is the recipe: 


PINEAPPLE WEDGES 
(48 servings) 
8 fresh pineapples 
2 Ibs. grapes 
14 ¢. fresh lemon juice 
14 lb. sugar 


1. Cut pineapples into halves. 


Slice each half into 3 equal parts. ° 
Do not remove leaves or rind. 


2.-With a sharp knife, cut the 
meat from each skin in one piece. 

3. Cut meat into 6 equal pieces. 

4. Pull out alternate pineapple 
wedges on the rind and arrange as 
shown above. 

5. For each serving dip 6 grapes 
in lemon juice and then in sugar. 

6. Spear each grape with a 
toothpick and place one into each 
pineapple wedge. 

@ 

Soup—the traditional hospital 
appetizer—can have the Christmas 
touch, too, by the simple addition 
of croutons in holiday’ shapes. 
Christmas bells or wreaths can be 
easily prepared with cookie cut- 
ters. Here is the recipe for the 
Christmas bell crouton: 


CHRISTMAS BELL CROUTON 


1. Prepare clear soup or bouil- 


lon. 
2. Using a bell-shaped cookie 


New York City, (holiday eggnog pie— 
gehen cracker crust, stuffed pear, and 
ime chiffon-graham cracker pile); Gen- 
eral Foods orp., i Pisin, N.Y... 
(frosty strawberry pudding); Campbell 
Soup Co., Camden, N.J., (parsley toast 
Christmas trees and pimento star top- 
pings); Sunkist Growers. Los Angeles, 
(ambrosia sundae); Wesson Oil and Snow- 
drift Sales Co., Chicago, and Theodore R. 
Sills & Co., Chicago, (holiday chiffon cake 
and tree-topped devil’s food cupcake). 


cutter, cut crouton from bread. 
3. Mark each bell with red or 
green food coloring or spices. 
4. Toast croutons and place im- 
mediately on soup. 
2 


Fresh fruits offer many ideas for 


holiday appetizers. A Christmas 


fruit cup of fresh oranges, grape- 
fruit, apples and grapes makes a 
good start. Here are the ingredi- 


CHRISTMAS FRESH FRUIT CUP 


ents and directions for preparing 
Christmas fruit cup: 


CHRISTMAS FRESH FRUIT CUP 
(50 servings) | 
12 oranges 
12 grapefruits 
4 lbs. apples 
2 lbs. grapes 


1. Section oranges and grape- 
fruits. If grapefruit sections are 
too large, cut them in half. 

2. Dice apples and marinate in 
the orange and grapefruit juices. 

3. Cut grapes in half and re- 
move seeds. 

4. Arrange diced apples and 
grapes, cut side down, in center 
of the dessert dish with the citrus 
fruits around the edge. 


CHRISTMAS TOPPINGS FOR SOUP 


Just as important as the tempt- | 
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Hospital Survey Proves 


Flex-Straws 
Pay for themselves in 


eas Sterilization savings alone! 


° Fully Bendable COST AND UPKEEP — BREAKABLE TYPE TUBE 
it 
Initial Cost Variable 
® Disposable 1/2¢ ea.” 
© Temperature Resistant Collecting-Reissuing ? 
Micro-Crystalline wax 
Cleaning Materials ? 


prevents disintegration 


in hot liquids Breakage Cleanup ? 
® Insures against danger ! 
of breakage 


Replacement Variable 


*Per survey based on minimum 
75¢ per hr. labor cost 


Patients feel secure Cost of 1000 cleanings @ $5.00 
(plus original, replacement cost, etc.) ‘ 
Cost of 1000 Flen-Sivaws. ........ (one case quantity) $4.50. 


with their individual, 


sanitary, non-breakable 


Flex-Straw 


FLEX-STRAWS COMPLETELY ELIMINATE 


DRINKING TUBE UPKEEP 
ORIGINAL COST THE ONLY COST 


SEND FOR SAMPLES 


FLEX-STRAW COMPANY DEPT. H9 
2040 Broadway 
Santa Monica, California 


Please send samples and information 


‘Name Title 
Hospital 
Address 
Canadian Distributors: 


INGRAM & BELL LTD. 
Headquarters: Toronto 
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ing aroma of good soup is eye 
appeal. And what could be 
more attractive for the pa- 
tient than a nourishing bowl 
of soup in Christmas dress? 
Two possibilities for soup 
toppings are the parsley toast 
Christmas tree and the pi- 
mento star. Here is how to 
prepare the toppings: 


PARSLEY TOAST CHRISTMAS TREES 


1. Use cookie cutter to make 


Christmas trees. 


2. Toast “trees” and butter 
lightly, 

3. Sprinkle “trees” with chopped 
parsley. 


4. Serve croutons immediately 
on tomato or cream of mushroom 
soup. 


PIMENTO STARS 


1. Cut stars of pimento. 

2. Float stars on chicken noodle 
or cream of celery soup. 

x * * 

An orange basket filled with 
grapefruit and tangerine slices is 
a colorful and nutritious first 
course for vour Christmas dinner 


so\_ CHRISTMAS TOPPINGS FOR SOUP 


menu. With a paper doily and 


sprig of holly on the serving plate, 


the orange basket could also be 
used as dessert for modified diets. 
Here are the directions. for pre- 
paring orange baskets: 


ORANGE BASKET 
(50 servings) 
25 oranges 
10 grapefruits 
8 tangerines 


1. Cut oranges in half; remove 
pulp and notch. | 

2. Dice half of the orange pulp 
and section the other half. 

3. Section grapefruits and tan- 
gerines. 


ORANGE BASKET 


BANANA EGGNOG 

4. Place orange pulp in bottom 
of basket and then alternate with 
sections of oranges and grapefruits. 


5. Place tangerine sections 
around the edge of basket. 
x. 


An adaptation of a traditional 


IT'S NEW 


IT’S EFFICIENT 


IT’S THE ANSWER TO YOUR PROBLEM 
OF GETTING HOT FOOD TO ALL YOUR 
PATIENTS — AT EVERY MEAL 


“THE SYSTEM 
THAT CARRIES ON 
WHERE OTHERS 
LEAVE OFF.” 


Dri-Heat Hot Plate 


STAINLESS STEEL — BUILT-IN* INSULATION 
LIGHTWEIGHT — SANITARY — LOW IN COST 


The Dri-Heat Hot Plate is the key to centralized food 
service. Start planning now for complete central- 
ization of your food service and begin enjoying the 
benefits of reduced food waste—less personnel— 
satisfied patients. 

Dri-Heat Food System can supply all your require- 
ments for complete centralization of food service. 

WRITE NOW FOR INFORMATION AND LITERATURE 


DRI-HEAT FOOD SYSTEM, INC. 


2607 CONNECTICUT AVENUE, N. W. 
WASHINGTON 8, D. C. DEcatur 2-4463 


IN CANADA: DRI-HEAT FOOD SYSTEM, LTD., 1202 YONGE STREET, 
TORONTO, ONTARIO, CANADA 


The Dri-Heat Hot Plate*—Dri-Heat Pellet Oven— 
Dri-Heat Tray Conveyor and the Dri-Heat Motor- 
ized Tray Assembly Table Are Distributed Exclu- 
sively by Dri-Heat Food System, Inc. | 


*Potented US. Patent Off 22,582,735 and Potent 
Pending. T.M. Reg. 
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that comes to the homemaker. Here 
is a recipe for holiday eggnog pie 


minutes or until syrup threads 
(250°F.). 


2. Add mincemeat and boil 10 


CHRISTMAS SUNDAE 
holiday drink—banana eggnog—is 
suggested for use on soft or liquid 
diets or as a between-meal nour- 


ishment on Christmas Day. The 


recipe for banana eggnog follows: 


BANANA EGGNOG 
(50 servings) 
12 eggs, separated 
lb. sugar 
1 tsp. salt 
15 bananas 
6 qts. milk 
12 ice cubes or shaved ice 
1 tbsp. pure vanilla extract 


Ground nutmeg as needed 


1. Beat egg yolks until thick; 
then add sugar and salt. 

2. Peel and mash bananas. 

3. Blend egg mixture well with 
mashed bananas. 

4. Add milk and _ ice 
(chopped fine). 

5. Add vanilla and mix well. 

6. Beat egg whites until stiff, 
but not dry. 

7. Fold in egg- whites. 

8. Serve eggnog very cold in 
punch glasses with a sprinkle of 
nutmeg on top. 


cubes 


CHRISTMAS DESSERTS 


Hot mincemeat ice cream sundae 
is another way to serve this popu- 
lar holiday food to patients on 
house diets. The ice cream can be 
served without the sauce for pa- 
tients on soft or liquid diets. The 
cookie may be served on top of or 
to the side of the ice cream. Below 
is the recipe for hot mincemeat 
sauce: 


CHRISTMAS SUNDAE 
WITH HOT MINCEMEAT SAUCE 
( Yield: 5 qts. of sauce) 
6 c. water 
12 ¢. (5 Ibs. 11 oz.) sugar 
3 tbsp. orange rind, grated 
1 No. 10 can mincemeat 


1. Boil water, sugar and orange 
rind together for approximately 30 
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that will keep the cooks in: tune 
minutes more. with the spirit of the time: ; 

3. Serve sauce hot over vanilla 
ice cream and sprinkle with nuts. 

4. If desired, a Christmas tree 
butter cookie may be served with 
each sundae. ; 
NOTE: Mincemeat sauce may be 
kept hot in a steam table pan for 
several hours. 

At holiday time quantity cooks 

assume much of the enthusiasm 


HOLIDAY EGGNOG PIE 
WITH GRAHAM CRACKER CRUST 
(Eight 9-inch pies) 
Crumb Crust 
2% Ibs. graham crackers 
2 c. softened butter or margarine 


2 «. sugar 


1. Put graham crackers through 
coarse screen of food grinder to 
make crumbs. 


DIET KITCHEN 
MEMORIAL UNIT 
GRACE-NEW HAVEN 


DIRECTOR: DR. ALBERT W. SNOKE 
ARCHITECT: DOUGLAS ORR; NEW HAVEN : — 


Van helped equip hospital 
co-operating with Yale 


* Van is proud to have had a part in equipping for food service 
the Grace-New Haven Community Hospital . . .671 patient beds and 
97 bassinets . . . unit of the important medical center at New Haven. 


* Besides the diet kitchens on the five patient floors of the Mem- 
orial Unit, one of which is illustrated above, Van equipped the main 
kitchen which provides food for the entire hospital and all cafeterias. 
One of the design features is the kitchen elevator . . . running up 
from the main kitchen . . . serving all diet kitchens . . . ideal trans- 
portation as it is exclusively for dietary use. 


* If you have food service equipment needs . . . new or moderni- 
zation . . . it will pay you to use Van's century of experience. 


John Van Range 


i FOR THE PREPARATION AND SERVING OF FOOD 
Branches in Principal Cities 


224-244 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 
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HOLIDAY EGGNOG PIE 


2. Blend in butter or margarine 
and sugar thoroughly. 

3. Divide crumb mixture into 
eight 9-inch pie plates. Press firmly 
against bottom and sides. (An 8- 
inch pie plate makes a quick and 
easy shaping tool.) 

4. Bake crusts in moderately 
hot oven (375°F.) for 8 minutes. 
Cool. 

Eggnog Filling 

2 oz. unflavored gelatin 

l sugar 
qts. bottled eggnog 
l tsp. nutmeg 
3 tbsp. rum flavoring 
1 qt. heavy cream 
1. Blend gelatin and sugar well 
in top of a double boiler. Pour in 
2 quarts of eggnog; cook until 
gelatin dissolves. 

2. Remove from heat; stir in re- 
maining eggnog, nutmeg and rum 
flavoring. Chill until thickened but 
not set; whip until frothy. 

3. Whip cream until stiff and 
fold into eggnog mixture. 

4. Divide filling into 8 graham 
crumb crusts; chill until set. 

5. Garnish each pie with a 
wreath of whipped cream and 
sprinkle with diced candied fruits. 
VARIATION: Standard baked pie 
shells or chocolate cookie crumb 
crusts may also be used for egg- 
nog filling. 

After a large holiday meal, many 
patients will welcome a light des- 
sert such as fresh fruit, sherbet, or 
cheese and crackers. Here is an 
interesting combination of fresh 
fruit and cheese that can be served 
on many of the modified as well as 
general diets: 


STUFFED PEAR 
(50 servings) 
25 fresh pears 
Ibs. cream cheese 
34 Ib. liederkranz 
14 lb. cheddar cheese, cubed 
6-7 apples, red skinned 
50 individual packets of wafers 


STUFFED PEAR 


1. Wash pears; remove core ina 
section approximately the size of 
a half dollar. 

2. Combine cream cheese, lie- 


derkranz and cheddar cheese 


chunks in mixer at low speed. 

3. Stuff center of pears with 
cheese mixture (approximately %4 
cup per pear). 

4. Chill stuffed pears. 

5. At serving time cut pear 
crosswise into slices. 

6. Serve two slices of stuffed 
pear and an individual packet of 
wafers for each portion. 

7. Garnish with fanned apple 
wedge. 

VARIATION: If preferred, peel pears, 

halve, core and fill centers with 

cheese mixture. Chill and serve 

half a pear per portion with an 

individual packet of wafers. 

Another light and _ refreshing 
dessert for your patients after a 
big Christmas dinner is _ frosty 
strawberry pudding. Economical 
and easy to make, this frosty des- 
sert can be frozen solid in the 
freezer and then removed to the 
refrigerator several hours before 
serving so the product will regain 
its creaminess. The strawberry 
pudding can then be scooped into 
serving dishes or souffle cups, gar- 
nished with whipped cream and 
candies, and served immediately. 
Here is the recipe for frosty straw- 
berry pudding: 


FROSTY STRAWBERRY PUDDING 
(Forty-eight, servings) 

3 c. heavy cream 

1 pkg. instant vanilla pudding and 
pie filling 

3 qts. chilled milk 

214 Ibs. (1 qt.) sliced frozen straw- 

berries, thawed (juice included) 


1. Whip cream. 

2. Prepare pudding with chilled 
milk as directed on package. 

3. Fold in whipped cream. 

4. Pour one-third of pudding in- 
to loaf pans. Cover with half the 


FROSTY STRAWBERRY PUDDING 


berries. Repeat layering, ending 
with pudding on top. 

5. Freeze until partially frozen. 

6. Scoop strawberry pudding in- 
to serving dishes or 4-oz. souffle 
cups. 

7. Garnish each serving with 
whipped cream swirl and candy 
decorations of your choice. Animal 
crackers might be used for the 
servings on the pediatric wards. 

8. Cut center of paper doilies 
lengthwise and then crosswise; 
fold back. 

9. Insert souffle cup and press 
doily to sides of cup. 

10. Serve immediately. 

The color alone of lime chiffon 
pie is sure to attract attention. The 
mellowness of the filling and the 
crunchiness of the crust add a 
texture contrast that makes the 
pie as good to eat as it is to look at. 
Here are the directions for prepar- 
ing lime chiffon pie with graham 
cracker crust: 


LIME CHIFFON 
GRAHAM CRACKER PIE 
(Eight 9-inch pies) 

Crumb Crust 
NOTE: Use the recipe for graham 
cracker crumb crust included in 
the recipe for holiday eggnog pie — 
on pages 89-90. Yield is eight 9- 
inch crumb crusts. 
Lime Chiffon Filling 
3% ec. lime gelatin 

2 tsp. salt 

3 qts. hot water 

16 (1% ec.) egg yolks 

1 qt. sugar 

2 lime juice 

3 tbsp. grated lime rind > 

16 (2 ¢.) egg whites 

2 c. sugar 
Eight 9-inch graham cracker crumb 

crusts 

1. Dissolve lime gelatin and salt 
in hot water. 

2. Beat egg yolks slightly and 
combine with 1 qt. sugar, lime 
juice and lime rind. Cook in double 
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EQUIPMENT WHICH 
MAKES POSSIBLE 


REVOLUTIONARY 


NEW APPROACH TO 


HOSPITAL FEEDING 


The Aloe 3-point Food 
Service System is an 
entirely new concept in 
hospital feeding which... 


(1) Brings appetizing food 

to each patient’s bedside with 

hot foods still kitchen-hot, and 

cold foods cold and firm. a 


(2) Preserves the delayed meal. 


(3) Provides separate transport for 
soiled trays and dishes. 


It is the only System that accomplishes 
all three of these necessary functions. 

At the same time, it saves substantially 
in time, personnel and space. And while 
the equipment is designed to be used as a 
system, each unit can be purchased and 
used: separately to improve your present 
food service. 


Investigate this revolutionary Aloe 3-point 
System which can help you serve better, tastier 
food at less cost per patient meal. Mail the 
coupon today for complete details, without 
cost or obligation, of course. 


a. s- cloe company 
World's Foremost Hospita/ Supplier 
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The ALOE FOOD CARRIER—One side for hot 
other for cold, and convenient drawers that help organize 
servings and maintain temperatures because there are no doors 
to open. Individual servings can be supervised at the kitchen 


and then delivered at desired temperatures. 


The ALOE 
SERVICE PANTRY 


Hot and cold compart- 
ments as in the Carrier. 
Built-in electric recep- 
tacles. Delayed meals can 
be preserved in this unit 
until patient is ready. Per- 
fect for the occasional 
between-meal service. 


The ALOE 
SOILED TRAY TRUCK 


Returns soiled trays and 
dishes direct to dishwasher, 
avoiding possible soiling 
and contamination of the 
fresh food carrier and 
speeding service. 


dishes, the 


14 
FULLY- 
STOCKED 
DIVISIONS 


COAST TO | 


COAST 


Food Service Division, A. S. Aloe Company 


Dept. 101 


1831 Olive St., St. Lovis 3, Mo. 
Please give me details on the revolutionary Aloe 3-point Food 


Service System. 


Hospital 
Address 


State 
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LIME CHIFFON fim 
GRAHAM 
CRACKER PIE 


boiler, stirring constantly, until 
mixture thickens and coats spoon 
(approximately 5 minutes). Re- 
move from heat. 

3. Add gelatin mixture and 
chill until slightly thickened. 

4. Beat egg whites until foamy 
throughout. Add remaining sugar 
gradually; continue beating until 
meringue is stiff enough to stand in 
soft peaks. 

5. Fold slightly thickened lime 
mixture into meringue. Chill over 
crushed ice until well thickened. 
Stir occasionally. 

6. Divide filling among crusts. 
Chill thoroughly. 

7. At serving time, garnish each 
pie with chopped nuts before por- 
tioning. 

VARIATION: Standard baked pie 
shells or chocolate cookie crumb 
crusts may also be used for lime 
chiffon filling. 

Variation of the standard fruit 
cup dessert, this cranberry and 
pear compote offers a festive holi- 
day color and an interesting com- 
bination of fresh and cooked fruits. 
The recipe follows: 


CRANBERRY AND PEAR COMPOTE 
(50 servings) 
21% Ibs. sugar 
1 qt. water 
2% Ibs. fresh cranberries 
4 lbs. fresh pears, unpeeled 


1. Mix sugar and water and 
heat to boiling point. Cook 5 min- 


HOLIDAY CHIFFON CAKE 
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2. Add cranberries and cook 


slowly until skins pop, approxi- 


mately 8 minutes. Cool. 

3. Remove stem and core of 
pears and cut in large dice. 

4. Arrange alternate layers of 
cranberries and pears in a parfait 


glass, Diced pears should be on 


top. 
| | * * 
Cranberry-topped chiffon cake 
is baked in the standard sheet cake 
form, making it an easy dessert to 
prepare and serve. The butter 
cream frosting pattern is the guide 


line for portioning. The jellied | 


cranberry sauce is spooned into 
the squares and a leaf is piped into 


the center of each square with a 


small leaf tube. Directions for pre- 
paring this chiffon cake follow: 


HOLIDAY CHIFFON CAKE 
(Forty-eight, 3-inch squares) 
1 lb. 4 oz. cake flour 
1 Ib. 3 oz. granulated sugar 
34 oz. baking powder 
14 oz. salt 


No 
— 


oz. powdered milk 
oz. vegetable oil 
oz. water 

oz. egg yolks 

oz. vanilla 


° 
N 


oz. water 
egg whites 


oz. cream of tartar 
oz. granulated sugar 


. Sift together cake flour, granu- 
lated sugar (1 lb. 3 oz.), baking 
powder, salt and powdered milk. 


2. Add vegetable oil, water (8 | 


oz.), egg yolks and vanilla to the 
dry ingredients blended in Step 1. 
Mix together until smooth, ap- 
proximately 2 minutes on second 
speed of mixer. Use paddle. 

3. Add 12 oz. water gradually 
and continue mixing until smooth, 
approximately 2 minutes on slow 
speed of mixer. 

4. Add cream of tartar to egg 
whites and beat to a light peak; 
then add sugar gradually and con- 
tinue beating on medium speed 
until egg whites are very stiff and 
glossy. 

5. Add the batter mixture to 
beaten egg white meringue. Mix 
only enough to uniformly blend 
the two together. 

6. Scale batter immediately into 
lightly greased 18 x 24 sheet pans. 

7. Bake in 350°F. oven for 30 
minutes. 

8. Cool cake. 

9. Make a lattice with butter 
cream icing (see recipe following) 
over the top of cake both the 
length and width of the pan using 
a 7-star tube and bag making 6 
rows, 3 inches wide, across width 
of cake and 8 rows, 3 inches wide, 
across the length of cake. 

10. Place in each square 1% 
tbsp. jelly type cranberry sauce 
and spread evenly into the squares 
with spoon. 

11. With a small leaf tube, pipe 
a leaf in the center of each cran- 
berry square and top with 2 red 
dredges. 

12. Cut sheet cake into 3-inch 
Squares by cutting on the icing 
lines. 
Cranberry Topping 

3 Ibs. cranberry sauce 
Butter Cream Icing 
2 Ibs. 8 oz. icing sugar 
1 Ib. vegetable shortening 
4 oz. butter | 
oz. salt 
4 oz. whole eggs 
0 oz. cream or evaporated milk 
4 oz. vanilla 
1. Cream icing sugar, vegetable 
shortening, butter and salt until 
light, using a paddle. 

2. Add whole eggs and cream 
light. 

3. Add cream or evaporated 
milk and vanilla and cream light. 
x * 

Refreshing departure from the 
red and green theme of holiday 
foods, ambrosia sundae is a festive, 
nutritious dessert of fresh orange 
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sections, ice cream and coconut. 


Here is the recipe: 


‘ AMBROSIA SUNDAE 
(50 servings) 
25 oranges (176s) 
1% ec. confectioners’ sugar 
2 ¢. coconut 
Ice cream as needed 


1. Peel oranges and section. If 
sections are too large for serving 
dishes, cut sections in half. 

2. Sprinkle oranges with sugar 
and coconut. 

3. Chill. 


4. At serving time, spoon chilled — 


orange ambrosia over vanilla ice 
cream. 

2 

This cupcake with Christmas 
tree top is designed to add festivity 
to the hospital tray. Variety can 


be achieved by frosting the cut 


side of the cupcake with chocolate 
or white butter cream icing. The 


cupcake top is made into tree form 
with a cookie cutter. The tree is 


iced and decorated with comettes 


and colored candies and returned 
to the cupcake base. The directions 
for preparing these devil’s food 
cupcakes are,as follows: | 


TREE-TOPPED 
DEVIL’S FOOD CUPCAKE 
(52 cupcakes) 

1 lb. cake flour 
8 oz. vegetable shortening 
1 lb. 4 oz. granulated sugar 
2 oz. skim milk powder 
l4 oz, salt 
34 oz. baking powder 
4 oz. baking soda 
4 oz. natural cocoa 
1. Ib. 1 oz. water 
1014 oz. whole eggs 
oz. vanilla 


1. Add the first 8 ingredients in 
a mixing bowl. 


2. Add water, whole eggs and 
vanilla in 3 equal parts. First 
addition beat 5 minutes; second 
addition, 2 minutes, and third 
addition, 4 minutes. Scrape down 
after second and third addition of 
liquid ingredients. All mixing is 
at low speed. 

3. Seale batter into paper-lined 
cupcake molds 18 oz. per dozen. 

4. Bake in 370°F. oven for 15 
minutes. | 

5. When cupcakes are cool, cut 
off top of each cupcake about %4 
inch thick. Cut tops in shape of a 
Christmas tree; ice with butter 
cream icing colored green, and 
decorate with silver and red 
dredges. 

6. Ice the cut cupcake «with 
white butter cream icing or choco- 
late icing. 

7. Place decorated Christmas . 
tree on top of. iced cupcake. 


NOTES AND COMMENT 


Dec. 1 marks start of AHA winter menu cycle 


December 1 marks the begin- 
ning of the winter cycle in the 
American Hospital Association 
selective cycle menu service. This 
service features a 2l-day selective 
menu for each season of the year 
and each region of the country. 
There are separate menus for the 
following regions: 
South-Southwest, East and North- 
Northwest. 


The winter menus are for use 


through February 28. For this 
period the Same menus are re- 
peated every three weeks. 

' Winter cycle menus for the Mid- 


Midwest 


west were published in the Octo- 
ber 1 issue of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL AS- 
SOCIATION. The South-Southwest 
menus appeared in the October 16 
issue of this Journal. The winter 
menus for hospitals in the East 
and North-Northwest were fea- 
tured in the November 1 and 16 
issues, respectively. Each set of 
menus includes weekly market or- 
ders for perishables. 

The spring cycle menus will be 
published in the January 1, Janu- 
ary 16, February 1 and February 
16 issues of this Journal. s 


Christmas Day 


Menu Inserts 


PROVIDE hospitals with sug- 
gestions for making their 
Christmas Day menus extra fes- 
tive, the editors of HOSPITALS, 
J.A.H.A., are presenting in this 
issue a Christmas Day selective 
menu for each region of the coun- 
try. A separate holiday menu for 
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the Midwest, South-Southwest, 
East and North-Northwest is in- 
cluded below. 

These holiday menus have been 
prepared by the authors of the 
AHA winter cycle menus to key 
in with the winter cycle menu 
series, since Christmas Day occurs 


within the winter menu _ cycle 
(Dec. 1-Feb. 28). The winter cycle 
menus were published in the Octo- 
ber 1, October 16, November 1 and 
November 16 issues of the Jour- 
nal. 

The Christmas Day menus were 
prepared so that they could be 
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THIS PAGE HAS BEEN PERFORATED FOR EASY REMOVAL 


CHRISTMAS BDAY SELECTIVE MENU FOR THE MIDWEST, SOUTH-SOUTHWEST, EAST AND NORTH-NORTHWEST 


breakfast 


night 


Orange Juice (5) 
or Appleberry (F) 
Assorted Cold Cereals 
(FS) 
Poached Egg on Toast 
—Bacon Curls (FS) 
Christmas Stollen (F) 


*Olive-Crab Cocktail 

Roast Turkey (FS) with Dressing (F) or Fresh Ham 
Sweet Potato Balls with Crushed Pineapple (F) 
Brussels Sprouts (F) or Cut Wax Beans (S) 


Cranberry and Apple Salad er Head Lettuce with 1000 Island Dressing 


Date Pudding with Rum Butter Sauce (F) 
or Christmas Cut-out Cookies (S) 


Beef Noodle Soup 5 

Cold Beef Sandwich with Tomato Wedge and Stuffed Olives ) 
or Asparagus on Toast with Cheese Sauce 

Under-the-Sea Salad—Mayonnaise Dressing 

Egg Nog Ice Cream (S) or Fruit Cake (F) 


Ruby Red Grapefruit (F) 
or Frozen Orange 
Juice (S) 

Oatmeal or Raisin 

Bran Cereal 

Scrambled Eggs— 
Bacon 

Cinnamon Toast 


‘south-southwest midwest 


Tomato Juice Cocktail (F) 


*Roast Turkey—Giblet Gravy (FS)—Cornbread Dressing and Whole 


Cranberry Sauce (F) or Meat Loaf—Mushroom Sauce 
Mashed Potatoes (FS) amd Cloverleaf Rolls (F) 
Buttered Green Beans (FS) or Celery O'Brien 
Lime Gelatin Salad or Sliced Tomato Salad 
Mince Pie (F) or Christmas Ice Cream (S) 


Consomme 
Roast Sirloin of Beef (S) er Broiled Canadian Bacon (F) 


Baked Potatoes (F) 


Buttered Mixed Vegetables or Buttered Asparagus (FS) 
Relish Plate Salad or Mixed Fruit Salad 
Tangerines (F) or Assorted Cookies (S) 


Half Grapefruit Mar- 
aschino Cherry (F) 
or Orange Juice (5) 
Oatmeal with Raisins 
or Cold Cereal 
Poached Eggs on Toast 
—tLink Sausages 
Christmas Stollen (F) 


east 


Cranberry Juice Cocktail (FS) 

“Stuffed Rock Cornish Hens or Rib Roast of Beef Au Jus (FS) 

Parslied Potatoes (FS) 

Creamed Baby Onions (F) or Frozen Peas (S) 

Stuffed Cinnamon Apple Salad or Tomato Aspic Salad 

Steamed Plum Pudding with Hard Sauce (F) or Baked Pear Halves (S) 


Oyster Stew 

Welsh Rabbit on Toast Points or Grilled Canadian Bacon (F) 
Baked Potatoes (FS) 

Buttered Asparagus Tips (FS) or Paprika Cauliflower 
Under-the-Sea Salad or Chef's Salad 

Tangerines @r French Vanilla Ice Cream (FS) with Fruit Cake (F) 


Turkey Rice Soup 


= Orange Juice (5) Shrimp Cocktail or Fruit Cocktail 
@ or Grapefruit Half Roast Turkey with Giblet Gravy (FS)—Oyster Dressing (F) Baked Acorn Squash with Sausage Patty or Broiled Lamb Chops (5) 
> with Red and or Broiled Minute Steak Potato Puffs 
= Green Sugar Candied Sweet Potatoes or Mashed Potatoes (5) Seasoned Spinach (S) or Buttered Cauliflower 
=) Oatmeal or Ready- Buttered Asparagus (S) or Stewed Tomatoes *Apple Santa Claus Salad with Mayonnaise 
= to-Eat Rice Cereal *Molded Wreath Salad with Fruit Dressing or Head Lettuce with Blue Cheese Dressing 
= Baked Egg Wrapped in or Raw Cranberry Salad with Mayonnaise Fruit Cake (F} or Mandarin Oranges in Syrup (S) 
a Bacon Pium Pudding with Hard Sauce 
c Twisted Tree Roll or Tree Center ice Cream with Star Cookies (5) 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Portland. 


*Recipe and/or photograph of this item are included immediately following the menus. 
Midwest Christmas Day menu was prepared by Toula Mehas, dietitian, Evangelical Deaconess Hospital, Detroit. 

South-Southwest Christmas Day menu was prepared by Louise M. Miears, assistant administrative dietitian, Baylor University Hospitals, Dallas, Tex. 
East Christmas Day menu was prepared by Doris Johnson, Ph.D., director, department of dietetics, Grace-New Haven (Conn.) Community Hospital. 
North-Northwest Christmas Day menu was prepared by Ruth L. Mercer, director of dietetics, University of Oregon Medical School Hospitals and Clinics, 


easily inserted in the winter cycle 
menus. On Christmas Day, hos- 
pitals are invited to use the menus 
below in place of the menu from 
the AHA winter cycle menu series 
that they would have used on 
December 25. 

-In addition to substitution of 
the day’s menu, dietitians are cau- 
tioned to check the appropriate 
weekly market order for perish- 
ables to delete the items for the 
December 25 scheduled menu and 
substituted the items needed to 
produce these suggested menus. 

The Christmas Day menus in 
most instances feature a choice of 
entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits have 
been offered on the _ breakfast 
menu. 

Since one of the choices offered 
on the Christmas menus is de- 
signed for use on modified diets, 
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the menus can be used for both 
normal and modified diets. 

In addition to providing a selec- 
tive menu for Christmas Day, the 
authors have agreed to share their 
recipes for some of the Christmas 
Day menu items. The recipes for 
these items follow. 

OLIVE-CRAB COCKTAIL 
(30 servings) 

2 c. ripe olives 

3 ec. flaked crab meat 

2 c. chopped celery 
¢. tomato catsup 

1 c. lemon juice 

2 tsp. grated onion 

2 tsp. worcestershire sauce 


‘3-4 dashes tabasco sauce 


1. Cut ripe olives from their pits 
into large pieces. 

2. Combine the olives with the 
flaked crab meat and chopped cel- 
ery. 

3. For the sauce, blend together 
tomato catsup, lemon juice, grated 


onion, worcestershire sauce and 
tabasco sauce. 

4. Pour sauce over the olive- 
crab mixture and chill thoroughly. 

5. Serve in cocktail dishes, with 
a 2 oz. portion per serving, using 
a No. 18 scoop. 

CORNBREAD DRESSING 
(25 servings ) 

134 lbs. cornbread 

34 Ib. stale bread 

4 hard boiled eggs, chopped 

4 raw eggs 

1 tsp. salt 

1 tsp. black pepper 

34 tsp. sage 
214 chicken stock 

14 lb. onion, minced fine 

14 Ib. celery, diced 
2 oz. shortening 

1. Sauté celery and onions in 
shortening. 

2. Soak stale bread in chicken 
stock. 

3. Crumble cornbread in mixing 
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G.WASHINGTON’S OFFERS 


POSITIVE 
CONTROL 


INSTITU HomE FOODS, INC. 
YORK 16, N.¥., 


\ 


G. Washington's 


100% PpuRE | You get superior cup quality and flavor at a 


SOLUBLE 
 COFFEEC, lower cost with G.Washington’s new 100% 


WEIGHT 
INSTITUTION and HOTEL GRADE 


FOODS. inc 
MERICAN HOM 
yor« 6, w.Y¥, U.S.A. 


— 


pure soluble coffee institution H. & R. grade 


FULL-TIME COFFEE SERVICE with 
G.Washington’s provides 
all these advantages: 


G. Washington s 


1. FINEST CUP QUALITY—FRESH |. 
FLAVOR and’ UNIFORMITY, cup after 
cup after cup. 


eT WEIGHT 
and HOTEL GR 
ERICAN HOME FOODS. ING 
yoru 16, U.S.A. 


2. THERE IS A 15% TO 22% SAVING 
IN COFFEE COST on G.Washington’s 
100% Pure Soluble—BECAUSE 4 to 4% 


URN USE | ounces of G.Washington’s COSTS LESS 
° and is equivalent to 1 pound of high grade 
GLASS MAKER USE ground coffee. 


3. A 75% SAVING in brewing time pro- 
vides FRESH coffee when and as you need 
it—on short notice. And because no coffee 
is lost in saturated grounds YOU GET 10% 
MORE cups of coffee. No urn bags or filter 
papers needed. No grounds to dispose of. 


AOE ay and 
Vig. 


4. G.Washington’s Soluble Coffee is made. 
in and served from your regular coffee- 
making equipment. 


AMERICAN Home Foops, 
G.Washington’s Division, Institution Products, Dept- HO-12 
22 E. 40th St., New York 16, N. Y. 


Check type of equipment used... URN [_] GLASS MAKER [_] 


FREE sample and full information on the 
G.Washington’s 100% Pure Soluble Coffee Plan 
are yours upon request. Just mail this coupon. 


. Send me a free sample of G.Washington’s 100% pure Soluble 


. Coffee and full information regarding your Soluble Coffee Plan. 
{ 


NAME 


AMERICAN HOME FOODS. 


G.WASHINGTON'S DIVISION + INSTITUTION PRODUCTS 
22 EAST 40TH STREET, NEW YORK 16, N. Y. 


ADDRESS 
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ROAST TURKEY WITH CORNBREAD DRESSING 


bowl; add soaked bread, hard 
cooked eggs, raw eggs, salt, pepper 
and sage. 

4. Add sauteed celery and onions 
and mix well. 

5. Bake dressing for 30 minutes 
at 350°F. 

6. Serve dressing with roast: tur- 
key and giblet gravy. Use a 4 oz. 
portion per serving using a No. 12 
scoop. | 


STUFFED ROCK CORNISH HENS 
1. Prepare rock cornish hens ac- 
cording to your own favorite reci- 
pe. 
2. Use dressing of your choice. 
3. Serve stuffed rock cornish 
hen with patslied potatoes - and 
fresh or broiled tomato half. - 


APPLE SANTA CLAUS SALAD 
(25 salads) | 
25 apples, medium red 
25 marshmallows 
12 raisins 
175 cloves, whole 
12 maraschino cherries 
1 pkg. (10- 12 oz.) red jelly beans 
5 lbs. cream cheese or cottagé cheese 
Cream as needed 

1. Core apples. 

2. Peel a vertical strip ™% inch 
wide to make fur on the coat. 

3. Peel a similar horizontal strip 
half way around apple to make 
belt. 

4. Fill core of apple with cream 
cheese (thinned slightly). 


5. Fill in peeled area with cream : 


cheese to denote coat fur and belt. 

6. Place apple on lettuce leaf. 

7. Use red jelly beans flattening 
ends, except on hand end, and 
place these on toothpicks. Use four 
jelly beans per arm. 

8. Stick jelly bean arms _ into 
apple at the angle you want the 
arm. 

9. Put a small hole in the 
marshmallow for eyes and nose. 
Cut a wedge in the marshmallow 
for the mouth. 
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10. Place the marshmallow on 
top of the cheese filled apples. 

11. Cut a raisin into tiny pieces. 
Place a small bit of raisin into each 
eye. Secure with honey. 

12. Cut a strip from a raisin for 
the nose. 

13. Use a small slice of mara- 
schino cherry for the mouth. Work 
into place with a toothpick. 

14. Stick whole cloves into the 
cream cheese fur coat for the but- 
tons. 

15. Space four whole cloves un- 
der the last - button for belt buckle. 

16. Thin cream cheese with suf- 
ficient cream for easy handling. 
Add red coloring. 

17. Use a medium sized pastry 
tip and tube, swirl hat into place 
on top of marshmallow, bringing 
last bit of cheese over to the side. 

18. Add white cream cheese for 
the fur ball at end of cap. 


E NTA CLAUS SALAD. 


MOLDED" WREATH SALAD 


NOTE: It has been found easier to 
place white cheese on marshmal- 
low head first and connect the 
colored cream cheese hat to it. 
MOLDED WREATH SALAD 
{36 large or 72 small —? 
2°4 oz. plain gelatin 
6 c. pineapple juice 
4 c. orange juice 
334 ¢. sugar 
2% qts. pineapple, diced 
214 qts. peaches, diced 
114 Ibs. marshmallow, diced 
1% e. maraschino cherry, sliced 
1% ec. walnuts, chopped coarse 

1 qt. whipping cream 

mayonnaise 

Ib. cream cheese 
Cream as needed 7 

1. Soften plain’ gelatin with 
orange juice. 

2. Add sugar to pineapple juice 
and cook. 

3. Add hot mixture to the gela- 
tin mixture. Let congeal to a jelly 
consistency. 

4. Add ‘pineapple, peaches, 
marshmallow and maraschino 
cherries. 

5. Add chopped nuts after the | 
ingredients in Step 4 have been 
mixed in well. 

6. Add mayonnaise and then 

whipping cream. 
‘ 7. Pour the 9-qt. mixture into 
1 or 2-qt. paper milk cartons de- 
pending on the size of wreath de- 
sired. Freeze. 

8. Slice frozen salad on meat 
slicer, allowing 8 slices per quart. 

9. If the smaller wreath is de- 
sired (72 portion yield), use a 
doughnut cutter to make _ the 
wreath. For the larger wreath, cut 
around the outside edge of a #2% 
can and the inside circle is made 
by cutting around with a large size 
pastry tube tip (1 in. in diameter). 

10. Place frozen fruit salad 
wreath on lettuce leaf. 

11.. Mix cream cheese with suf- 
ficient cream for easy handling. 
Color red or green as desired. Start 
with % cup of cream and increase 
as needed. 

12. Use the writing tip and pas- 

try tube to form the bows on the 
salads. 
VARIATION: Any plain or fruited 
gelatin salad may be used with the 
same?’ design. This is set in flat 
salad pan l-in. deep and cut in 
same manner. 

Mayonnaise could be used in- 
stead of cream cheese for the bow. 
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THE LAW IN BRIEF 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Duty to Pay Hospital Bill 


When a former patient cannot or will not pay his . 


hospital bill, the hospital often attempts to collect 
from a responsible third party. These recent cases 
show how difficult it may be to recover from another 
for a patient’s unpaid charges: 

J. O. Wright signed a form at the Polk General Hos- 
pital in Georgia upon discharge of his brother. At 
the bottom of the paper was the following: “Signa- 
ture of person responsible for this bill. /s/ James O. 
Wright.” The hospital was forced to sue to effect 
payment but was unsuccessful in the appellate court. 

The agreement upon which the hospital relied was 
insufficient to constitute a binding contract. There 
was a lack of consideration, meaning absence of bene- 
fit to the defendant or detriment to the hospital. The 
services had already been rendered to the patient 
when the form was signed, so the hospital gave the 
signer nothing of value, the court implied. Love and 
affection was held not to be sufficient consideration 
or benefit to bind a promise to answer for the debt of 
a brother. Curing this defect would require more than 
a clear statement of the third party’s agreement to 
pay the hospital bill. 

To provide sufficient and legal consideration, per- 
haps the third party should sign an undertaking to 
assume the debt in exchange for the hospital’s re- 
lease of the patient’s obligation. Whether this would 


bind the third party may vary with the jurisdiction. 


Wright v. Polk General Hospital, 99 S.E. 2d 162 (Ga. 
App., 1957). 

An immigrant was treated in a California state hos- 
pital and the state desired payyhent for such care. 
The immigrant was unable to“ pay, so an attempt 
was made to collect from the person who signed an 
affidavit of support which was required to induce the 
United States consular officials abroad to issue the 
immigrant’s visa. Suit was brought in the New York 
Supreme Court, New York City, entitled California 
Department of Mental Hygiene v. Renel, 26 Law 
Week 2181, decided Oct. 3, 1957. 

After examining the immigration laws, the court de- 
cided that the affidavit of support which an American 
citizen executes in order to assure the Department 
of State that an immigrant will not become a public 
charge, is a moral obligation and not a legally bind- 
ing one. There is no requirement in the statutes that 
an affiant enter into a contract to insure the support 
of the immigrant for any period of time. Even if the 
affidavit offered a guarantee of support for the im- 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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migrant, such a guarantee was not required by 
statute and constitutes no more than a moral obliga- 
tion. The immigrant did become a public charge and 
the hospital was not reimbursed. 


Hospital Immunity Upheld in Connecticut 


Although the trend in recent years has been un- 
mistakably toward liability of voluntary hospitals for 
the negligence of their employees, some states have 
been steadfast in their adherence to the immunity 
rule. Pennsylvania has retained its position exempting 
voluntary hospitals from suits based on negligence in 
spite of legal assaults against this principle. A recent 
decision of the highest court of Connecticut also re- 
affirms the position of that state retaining for volun- 
tary hospitals their traditional freedom from law- 
suits based on their employees’ negligence. 

In McDermott v. St. Mary’s Hospital Corporation, 133 
A. 2d 608 (Conn., 1957), a suit was brought by a 
patient against the hospital and the attending phy- 
sicians. The trial court directed a verdict for the de- 
fendants holding that the hospital was immune from 
suit and the evidence was insufficient to allow the 
jury to consider the case against the doctors. The 
Supreme Court of Errors of Connecticut agreed. 

The plaintiff was a maternity patient whose obste- 
trician provided a substitute physician. The latter 
delivered the child but complications developed and 
heroic treatment was necessary to save the patient’s 
life. During this emergency, hot water bottles were 
applied and subsequently burns and blisters de- 
veloped where the bottles had made contact with the 
patient’s skin. | 

The high court stated that even if the negligence of 
the hospital’s nurses in placing the hot water bottles 
was conceded, the law of Connecticut would not allow 
the suit against the hospital. Since the last case up- 
holding charitable immunity was decided, the state 
legislature had rejected a- bill designed to reverse the 
court’s ruling. Under these circumstances, the court 
would not reverse its own precedent and would leave 
it to the legislature to do so. This result waS reached 
in spite of the awareness of what had happened in 
New York where the courts had eliminated volun- 
tary hospital immunity without regard to legislative 
action. 

The chief justice of the Connecticut court wrote a 
brief but strong dissenting opinion. He stated that the 


rule of nonliability of charitable hospitals is out of 


step with modern concepts of justice and then cited 
recent cases in nine jurisdictions rejecting immunity 
in favor of liability. 
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WASHES HANDS AND FACE 
WITHOUT WATER, SOAP, TOWEL 


R 


R 


SAVE THOUSANDS OF DOLLARS IN EXPENSIVE BEDSIDE CARE 


Sealed, saturated Wash ‘n Dri tissues save 


nursing time—cleanse, cool, soothe patients. 


Germicidal action destroys most disease- 
causing organisms on contact, for prolonged 
period of time. 


1. Hermetically sealed, saturated, antiseptic- 
germicidal tissues for bedside use and patients’ 
meal trays. 

2. Save.attendants’ ne nurses’ time for washing 
up, cooling, soothing patients. 

3. Easy to open, no towel needed, air-dries in 
seconds, leaves skin smooth, soft clean. | 

4. Useful for bathing children during fever, cool- 
ing and comforting patients after surgery, child- 
birth, and dental extractions. 


Used in hundreds of hospitals from coast to coast 


Represented by: A. S. Aloe Co., American Hospi- 
tal Supply Inc., Will Ross Inc. 


WRITE FOR SAMPLES AND MORE INFORMATION ABOUT 


WASH ’N DRI 


TO: WASH ‘N DRI, CANAAN, CONNECTICUT 
Please send me samples of WASH ‘N DRI 


Name 


Address 


R. R. WILLIAMS, INC., CANAAN, CONN. 


The Berkshire Eagle— April 9 
PITTSFIELD, MASS. : 


Wash Tissues 
Given Trial 
At St. Luke’s 


Wash basins, water pitchers, 
soap, washcloths and hand towels 
have been replaced at St. Luke’s 
Hospital by matchbook-sized alco- 
hol-dampened tissues. 

Sister Superior Marie Repara- 
trice, hospital administrator, said 
the tissues, known as Wash ’n Dri, 


are being used both as a time-saver | 


for hospital employes and as a con- 
venience for the patients. 

Packed in aluminum foil, the 
towelettes are easily unfolded to 
6 by 8 inch size. The alcohvi solu- 
tion cleans, cools, refrestes and 
dries by evaporation. 

Patients get: their daily bath in 
the usual way, but they much prefer 
Wash ’n Dri for the early morning 
washup, after meals, after reading 


newspapers and whenever they 


want to feel clean and cool, the 


administrator said. 

“In addition to saving countless 
nursing hours, the patients are hap- 
pier with the new service,” Sister 
Superior said. St. Luke’s is one of 
the first hospitals in the country. to 


| adopt the system. 


Wash ’n Dri is made by Mes es 
Williams Inc. of Canaan, Conn. 
The towelettes are particularly 
handy in water shortages and other 
emergencies. 
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WASHINGTON REPORT 


Federal Health Spending Curbs Seen 


The federal -health program for next year is still under classified discus- 
- sion in the Bureau of the Budget and the various administrative agencies. 
In the meantime, an increasing number of government officials have cau- 
tioned against hopes for any new or expanded major health legislation. 

Last month, both President Eisenhower and Department of Health, 


Education, and Welfare Secretary 
Marion B. Folsom urged the states 
and local communities to meet 
medical education needs through 
their own fiscal resources. 

This month, Surgeon General 
Leroy E. Burney told the Associa- 
tion of State and Territorial Health 
Officers (see story p. 100) that the 
“greater and greater demand for 
vast expenditures for military de- 
fense and world security .. .”’ must 
be taken with the realization that 
‘“*... there must be some reasonable 
limitation on taxation and govern- 
ment spending,” for health proj- 
ects. 

The latest and most detailed 
note of caution on government 
spending for health programs was 
sounded by HEW Undersecretary 


John A. Perkins, at the same meet-_ 


ing. ® 

Mr. Perkins called for an ob- 
jective re-evaluation of the grants- 
in-aid system and said “I am 
suggesting that the realities of to- 
day’s world and its demands on 
the federal budget require that 
the states and local communities 
assume an increasingly greater 
part of beth the burden and the 
chalienge presented by the public 
health needs of the future.” 

The grant-in-aid concept is not 
being abandoned, Mr. Perkins said, 


but, he asserted that state and- 


local governments must assume 
more of the responsibility for 
work in the areas of chronic di- 


seases, hazards of radiation, and 


economics. of medical care. He 
said “those who would have more 
grant-in-aid programs cannot with 
very good logic also demand that 
the federal government slash taxes 
and surrender tax sources to the 
states.” 
Another administration note of 
decreased federal spending in the 
health field was struck in a recent 
National Science Foundation re- 
port. NSF, while urging stepped 


up basic research in the medical 


and other sciences, urged that in- 


DECEMBER |, 1957, VOL. 31 


creased funds should come from 


nongovernment sources. NSF 
called for increased contributions 
from private industry. 


FCDA MEETING 


Federal Civil Defense Adminis- 
tration Administrator Leo A. 
Hoegh met with representatives of 
the American Hospital Association, 
American Medical Association and 
the Association of State and Ter- 
ritorial Officers to discuss the 
naming of a special assistant for 
coordination of all FCDA medical 
affairs. 

In a recent reorganization, FCDA 
put its medical and health opera- 
tions on a decentralized basis. 
AHA indicated to Administrator 
Hoegh that it was essential for 
coordination of civil defense plans 
to have a top-level medical and 
health policy making position 
established within FCDA. Action 
on AHA’s suggestion has been 
promised by Mr. Hoegh. 


ASIAN INFLUENZA 


Voluntary allocation of Asian 
influenza vaccine on a state-by- 
state basis ended on Nov. 8, the 
Public Health Service announced. 

Supplies of vaccine are begin- 
ning to catch up with demand in 
some areas, although they remain 
inadequate in others, Surgeon 
General Leroy E. Burney stated. 

As of Nov. 7, a total of 40,382,719 
c.c. of vaccine had been released 
by the six vaccine producers. 

@ At least 38 million persons 
have had to spend a day or more in 
bed with severe colds, respiratory 
and influenza-like infections — 
Asian or otherwise—since Asian 
flu came on the American scene in 
mid-summer. This information is 
contained in a Public Health Serv- 
ice report released Nov. 14. 

In the week ended Nov. 4, PHS 
reported, there were 887 deaths 
from pneumonia and influenza in 
114 U.S. cities; this is three times 


the number for the same week in 
1956. 

Since Sept. 1, 1957, there have 
been 2410 more deaths from pneu- 
monia and influenza than in the 
same period in 1956, PHS stated. 

@ The federal Food and Drug 
Administration and ‘the Federal 
Trade Commission have announced 
that they will take prompt action 
against manufacturers making 
false or misleading claims that 
their drug products are effective in 
preventing or treating Asian in- 
fluenza. 

@ Also ‘see the report of the 
Amerjcan Hospital Association’s 
survey of the effect of Asian in- 
fluenza on hospital admissions, p. 
102. 


NURSING HOMES STRESSED 


The Public Health Service has © 


announced a policy of leadership 
in providing better patient serv- 
ices to persons in nursing homes 
throughout the country. 

Dr. Paul Q. Peterson,. chief of 
PHS’ chronic disease program, 
said the new policy was not a man- 
date from Congress, but PHS-ini- 
tiated to overcome the “unbeliev- 
ably bad public health program” 
which preceded us 30 or 40 
years ago and ‘which permitted 
many people ‘‘to approach old age 
with such advanced ill. health 
that they are now crippled and 
blind.” | 

Dr. Peterson told a meeting of 
the State Agency Hospital. and 
Medical Facilities Survey and Con- 
struction Program Directors in 
Washington, D.C., last month, that 
30 years ago public health pro- 
grams concentrated on communi- 
cable disease, but today they are 
applied to non-infectious adult 
health preventive programs. 

PHS has called the First Nation- 
al Conference on Nursing Homes 
and Homes for the Aged for Feb. 
25-28, 1958, in Washington, D.C. 
The conference will divide into 
sections to discuss and determine 
many factors including the fol- 
lowing: (1) The need for sub- 


sequent regional conferences on 


nursing home programs. Deter- 
mination of what groups should 
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participate in such meetings, Le., 
persons who actually license 
homes, state Hill-Burton authori- 
ties, AHA representatives on plan- 
ning, ete.; (2) Recommendations 
for the improvement of services to 
the chronically ill and the aged, 
i.e., should PHS plan regional, 
technical training programs for 
persons licensing and providing 
services in nursing homes; (3) 
Relations with other medica! fa- 
cilities and programs; (4) Defini- 
tion of terms (Nursing homes 
tentatively defined by PHS as 
“medical facilities for sick pecple”. 
Definition of homes for the ‘aged 
varies, according to PHS.) : 


NEW CIVIL SERVICE DIRECTOR 


Civil Service Commission has 
promoted Warren B. Irons, the 
official who has coordinated efforts 
in the past few years to perfect a 
system of hospitalization and 
medical care insurance for federal 
workers and their dependents 

Effective Feb. 1, 1958, Mr. Irons 
will be the commission’s executive 
director. Since 1953 he has been 
director of the Bureau of Depart- 
mental Operations. 


UMW AND HOSPITALS 


Hospitalization and medical care 
benefits of the United Mine Work- 
ers Welfare and Retirement Fund 
have resulted in elevation of hos- 
pital standards in many states, ac- 
cording to the program’s chief. 

Dr. Warren F. Draper, executive 
medical officer of the fund, made 
the observation in an address de- 
livered Nov. 1 at the annual meet- 
ing of the American Association 
for the Surgery of Trauma, at Hot 
Springs, Va. 

FOOD RESEARCH 


The 1l~member Food and Nu- 
trition Research Advisory Com- 
mittee has given top priority to 
three proposed research projects: 

1. Accelerated investigation of 
methods for analyzing both vege- 
table oils and animal fats. Success 


would advance basic knowledge of 


the kinds of fats essential to hu- 
man health and growth, besides 
paving the way for establishment 
of best conditions for commercial 
processing of edible fats. 

2. Shed more light on the role 
of fats in nutrition, by determining 
fatty-acid requirements of human 
beings at various ages; relation- 
ship of amounts and kinds of fat 
to the metabolism of other nutri- 
ents, and dietary precautions in- 
dicated when different kinds of fat 
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in diets are unusually high or low. 

3. Collection of more data on 
fatty acids and other liquid frac- 
tions in foods. 


Copies of the report may be ob- 
tained from the Agricultural Re- 
search Service, Department of 
Agriculture, Washington 25, D.C. 


“WILL WE EVER CATCH UP?’ 


Re-examine Hill-Burton, Dr. Burney Urges 


Re-examination of the Hill-Burton hospital construction aid program 
has been urged by Surgeon General Leroy E. Burney. 

Dr. Burney, speaking at a Washington, D.C., meeting of the Associa- 
tion of State and Territorial Health Officers, said ‘“‘we can’t just go ahead 
recommending Hill-Burton or any other program without some searching 


and constructive re-examination 
of its program.” 

Dr. Burney said that after 10 
years of Hill- 
Burton con- 
struction’ the 
nation is ‘no 
closer to meet- 
ing its needs 
now than when 
the program 
began.’ He 
cited population 
increases and 
plant  obsoles- 
cence as_ the 
causes for this situation; he said 
that surveys based on Hill-Burton 
ratios show a need for approxi- 
mately 900,000 additional hospital 
beds. “Will we ever catch up?”, 
Dr. Burney asked. 
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DR. BURNEY 


The state and territorial associa-. 


tion suggested that it meet with 
representatives of the American 
Hospital Association to discuss the 
results of a research project, now 
underway, on the future needs for 
hospital facilities. 

Alan E. Treloar, Ph.D., AHA di- 
rector of research, is director of 
the research project which is being 
supported by the W. K. Kellogg 
Foundation and the Public Health 
Service. 

Purpose of the project is to 
evaluate the planning and building 
of health facilities over the past 
decade and to establish bench- 
marks for the future development 
of the nation’s health services in 
relation to hospitals. 

In addition to adopting the pro- 
posal for a meeting with AHA, the 
association adopted the following 
resolutions regarding the Hill- 
Burton act: 

1. That the administration re- 
quest an amendment to the Hill- 
Burton Hospital Survey and 
Construction Act which would 
facilitate transfer of funds between 
Parts C and G of the program. 
Part C is mainly concerned with 
general hospital beds; Part G is 
the law’s newer section providing 


funds for grants for construction 
of rehabilitation centers, diagnos- 
tic and treatment centers, nursing 
homes and chronic disease beds in 
hospitals. 

2. That another Hill-Burton 
amendment be requested to per- 
mit inclusion of’ state health de- 
partments’ housing facilities among 
categories eligible for grants in 


ald. 


3. That Hill-Burton money be 
made available to nursing home 
units which are part of homes for 
the aged, under certain circum- 
stances. 

4. That PHS arrange a series of 
regional mental health confer- 


ences. 


Texas-Louisiana Hospitals 
Admit Victims of Tornado 


A tornado struck a number of 
Texas-Louisiana Gulf of Mexico 
coastal towns on Nov. 7 affecting 
approximately 700 families and 
forcing the hospitals there to oper- 
ate under extraordinary conditions. 

Telephone and electric lines 
were knocked down during the 
storm, hampering rescue opera- 
tions. 

Emergency power installations 
were put into use at St. Mary’s 
Hospital, Port Arthur, Tex., re- 
ported Sister Mary Madeleine, ad- 
ministrator. During a 90 minute 
period, 25 casualties from the hard- 
hit community of Groves, Tex., 
arrived at the 205-bed hospital. No 
tornado warnings had been given 
and news of the disaster reached 
the hospital with the first casual- 
ties. 

One tornado victim died, five 
were hospitalized for further treat- 
ment, and the remainder were dis- 
missed following x-rays and treat- 
ment. 

Although a tested disaster plan 
was available, it was not put into 
effect at St. Mary’s, Sister Made- 
leine stated, because hospital au- 
thorities felt that the regular oper- 
ating hospital staff and equipment 
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Psychiatrists | 
Pacatal produces ‘‘a remarkable : 

fluidity and warmness of affect.” 


Patients 

Pacatal makes me feel ‘‘ ‘on top 
of the world’ and wonderfully 
clear in the head.’’* 


sed 


Personnel 


With Pacatal hospital 
atmosphere is calmer and 
< more optimistic .. . work more 


...agree on the euphoric effect of 


Pacatal is distinguished from the earlier phenothiazine compounds because 

it does not “‘flatten’’ the patient. Pacatal leaves him alert and cheerful—more 
responsive to your therapy. Side effects, too, are fewer; and when they 

do occur, are usually quickly controlled or reversed. 


(BRAND OF MEPAZINE) 


Dosage: Usual dosage for the hospitalized: patient is 50 mg. 3 or 4 times daily; 
for the ambulant patient, 25 mg. 3 or 4 times daily. Complete literature 
8 and dosage instructions, available on request, should be consulted. 
Supplied: 25 and 50 mg. tablets in bottles of 100 and 500; 100 mg. tablets in 
‘bottles of 500. Also available in 2 ec. ampuls (25 mg. ce.) for parenteral use. 
References: | 
1. Sainz, A.: Personal communication. 
2. Hutehinson, J. T.: Evaluation of Pacatal in Psychotic States, 
address before the American Psychiatrie Association, Nov. 16, 1956. 
3. Bowes, H. A.: Am. J. Psychiat. 1173:530 | Dee.) 1956 


back from the brink with Pp Cc 2 f 2a 


WARNER-CHILCOTT 


‘OO YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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were adequate for the emergency. 

The Associated Press reported 
that 20 persons injured in the 
storm were taken to a hospital in 
Orange, Tex., and that a wall of 
the De Witt Hospital in Groves 
- was blown down. 

Doctors Hospital in Groves re- 
ported that it was left without 
electricity or telephone communi- 


cations. The local fire department 
set up a mobile radio unit and 
emergency power plants 
brought from nearby cities. 
Damage from the tornado, which 
came within 50 yards of the hos- 
pital, was mainly confined to glass 
breakage; one patient in the hos- 
pital was cut. Upwards of 18 pa- 
tients were given treatment. 


62 HOSPITALS REPORT— 


Survey ‘Flu’ Impact on Patients, Personnel 


Nearly two out of every three hospitals (39 of 62) replying to an 
American Hospital Association query about Asian influenza effects re- 
ported that their admission rates have not been affected by the disease. 

Four of 16 hospitals which reported that their admission rates had 
been affected, stated that their admissions had gone down, rather than 


up, because of cancellations of 
elective surgery. The remaining 
seven hospitals reported slight 
changes in their admission rates. 

Sixty-two hospitals of 79 queried 
by AHA replied to the question- 
naire. The hospitals were ‘in all 
categories of size.and were scat- 
tered across -the country in cities 
and towns which had high flu in- 
cidence, according to Public Health 
Service reports. 

Fifty-four of the hospitals re- 
plying stated that no pressure had 
been applied to them to admit un- 
complicated cases of Asian influ- 
enza. Two hospitals reported heavy 
pressure and six reported “very 
little” pressure. 

Several hospitals attributed the 
freedom from pressure for admit- 
tance of uncomplicated cases to 
agreements reached by the hospi- 
tals with the medical staffs before 
the Asian influenza problem be- 
came acute. 

More than half (35) of the 62 
hospitals reported that no cases 
of Asian influenza with complica- 
tions were admitted. Of the 27 re- 
porting complications, 9 specified 
that at least some of the compli- 
cations were staphylococcal in 
nature. All 27 reported respiratory 
infections of some kind, primarily 
pneumonia. Sixteen deaths attrib- 
uted to Asian influenza complica- 
tions were reported by these hos- 
pitals. 

Forty-six of the 62 reporting 
hospitals stated that absenteeism 
among their staffs caused by Asian 
influenza did not seriously affect 
the hospitals’ operations. Of the 
16 hospitals reporting unusual ab- 
senteeism problems, all but two 
California institutions were east 
of Detroit. 

A number of hospitals credited 
early vaccination against the flu 
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with their relatively low absentee 


rate. 

One Los Angeles hospital re- 
ported an absenteeism rate 25 per 
cent above normal for the time of 
year. ‘Another found “difficulty 
staffing nursing floors due to colds 
and influenza even though em- 
ployees were given vaccine.”’ 

A Detroit hospital stated that no 
beds were closed even though its 
nurse absentee rate was twice as 
high as normal and another Detroit 


facility reported 25 per cent ab- 


senteeism. 

In New York City, one hospital 
reported that 6 of 167 staff Asian 
influenza cases developed into 
pneumonia. 

One Rochester, N.Y., institution 
reported that one-third of its staff 
had Asian influenza. ‘‘For about a 
week 10 per cent of the nursing 
department was ill,” the hospital 
stated. 

From Durham, N.C., came a re- 
port that “large numbers of per- 
sonnel in all departments were out 
with influenza ... Extra people 
were needed in nursing.” 

A Cleveland hospital stated that 
absenteeism affected the hospital’s 
operation for 10 to 14 days. ‘‘Par- 
ticularly affected were. personnel 
in the nursing department.” 

Two large Philadelphia hospitals 
stated that “. . . over-time work 
was necessary periodically in sev- 
eral service departments, particu- 
larly laundry and dietary” and 
that “‘absenteeism presented a seri- 
ous problem in. the nursing de- 
partment from about Sept. 28 to 
Oct. 1g” 

In Pittsburgh, a hospital re- 
ported 437 lost man days from 
Sept. 30 to Oct. 17. Another re- 
plied: that “absenteeism seriously 
affected our nursing personnel.” 


In answer to the question on the 
incidence and number of Asian in- 
fluenza cases admitted with com- 
plications, a West Coast hospital 
reported “about four respiratory 


-complications—two deaths.” 


A suburban Chicago hospital re- 
ported that its Asian influenza cases 
were complicated by upper respir- 
atory diseases, with a few naeny~ 
lococcal infections. 

A Baltimore institution 
one death after admission for ful- 
miniating general pneumonitis, 
possibly as a complication of Asian 
influenza. Another case was com- 
plicated by staphylococcus pneu- 
monitis and pericarditis with tox- 
emia. 
One Detroit hospital reported 
three confirmed cases of staphy- 
lococcal infection among its com- 
plicated Asian influenza cases and 
a Camden, N. J., hospital reported 
two staphylococcal cases. 

Two pneumonia cases in the ob- 
stetrical department of a New York 
City hospital were reported, along 
with “a significant number of sta- 
phylococcus infection cases which 
were resistant to penicillin.” 

One upstate New York hospital 
reported a “small number of pneu- 
monia cases.’’ A Buffalo, N.Y., in- 
stitution reported one definite and 
two other possible deaths from 
Asian influenza complications. 

Four viral pneumonia deaths re- 
cently occurred in a Cleveland 
hospital, the administrator re- 
ported. Three of five recent deaths 
in a Salt Lake City hospital were 
found to be from pneumonia; the 
other two were virus-caused com- 
binations of myocarditis and en- 
cephalitis. 


A large Virginia institution 


_ stated that two deaths there were 


possibly caused by bronchopneu- 
monia; one confirmed pneumonitis 
case there recovered. 

Referring to AHA’s question on 


- fluctuations in admission rates be- 


cause of Asian influenza, a Detroit 
hospital reported that it experi- 
enced a 10 per cent increase in ad- 
missions. 

An upper New York State is 
pital noted that its admission rate 
during September 1956 was 891, 
but that during September 1957 
there were 1010 adult admissions. 
Patient days jumped from 7754 in 
September 1956 to 8102. in Sep- 
tember of this year. 

A New York City facility re- 
ported that its emergency and out- 
patient department cases doubled, 
compared with 1956. There was an 
increase of 400 to 700 per cent in 
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BETTER OXYGEN THERAPY LOWER COST 


LINDE’S 


Here are some of the benefits realized by 
one hospital in just a few months:— 


® Oxygen consumption reduced 5% though 
number of patients treated increased 25% 


® Quality of oxygen therapy improved 
® Safety hazards eliminated 

@® Oxygen waste greatly reduced 

@ Over-all costs reduced 


Oxygen therapy department's income 


increased 31% during first 3 months 


HOW WAS THIS BROUGHT ABOUT? 


When the administrator of the Latter Day Sajnts Hospi- 
tal, Salt Lake City, Utah, noticed his cost of administer- 
ing oxygen rising, he decided to investigate the cause 
for the increase. A local LINDE representative was called 
in to discuss the hcspital’s oxygen problem. He arranged 
‘for an expert LINDE consultant to make a complete 
study of the conditions under which oxygen was being 
administered. 

After observing current practices in the hospital and 
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talking to all those concerned with oxygen therapy, the 
consultant submitted a comprehensive report, with ree- 
ommendations for improving the effectiveness and effi- 
ciency of the treatments. In this instance the consultant 
advised the establishment of an oxygen therapy depart- 
ment manned by full-time personnel. As the hospital 
put these recommendations into effect, the local LINDE 
representative helped with each step of the program. 

Perhaps LINDE can help you reduce your oxygen 
administering costs. Just write or call the LINDE office. 
nearest you. LINDE COMPANY, Division of Union Car- 
bide Corporation, 30 East 42nd Street, New York 17, 
N. Y. Offices in other principal cities. /n Canada: Linde 
Company, Division of Union Carbide Canada Limited. 


TRADE -MARK 


The terms “Linde” and “Union Carbide” are 
registered trade-marks of Unien Carbide Corporation. 
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the number of respiratory infec- 
tion cases. The hospital also ex- 
perienced a minor admissions in- 
crease in the medical division and 
a 20-30 per cent increase in the 
pediatric division admission rate. 

A Pittsburgh hospital reported 
a 10 per cent increase in the num- 
ber of Asian influenza cases. 


Medical Society Reports | 
Flu Epidemic in Atlanta 


Asian flu and other respiratory 
infections have reached epidemic 
proportions in Atlanta, according 
to a statement by the Fulton 
County Medical Society. 

Atlanta hospitals generally have 
not been called on to care for 
ordinary flu cases, but have had 
heavy traffic in more complicated 
respiratory infections. One hospi- 
tal reported 67 cases of upper 
respiratory infections discharged 
in October. Three other private 
hospitals reported that they are 
carrying a considerable number of 
respinatory cases. Atlanta’s private 
hospitals have not been taxed be- 
yond, their limits to care for the 
patients being referred to. them, 
however. | 

By far the hardest hit has been 
Grady Memorial Hospital—At- 
lanta’s 670-bed emergency and 
charity hospital—where the in- 
fections have been approximately 
85 per cent pneumococcal and 15 
per cent staphylococcal. All avail- 
able medical beds in the Negro 
divisions at Grady are being used 
for pneumonia cases. In. October, 
Grady had 34 pneumonia patients 
and during the first seven days of 
November admitted 39 more. 

Thus far there have been 25 
deaths from pneumonia and re- 
lated complications among the 
Grady cases. Generally, the pneu- 
monia incidence has been about 
90 per cent Negro and 10 per cent 
white. Approximately 50 cases 
were in the hospital on Nov. 12 
but the number of new admissions 
appeared to be subsiding, the 
Georgia Hospital Association stated. 


State Group Makes Award 


Sister Mary Bertrand, C.S.C., 
controller of St. Alphonsus Hos- 
pital, Boise, Idaho, has been named 
by the Idaho Public Health Asso- 
ciation as the winner of its Annual 
Award Certificate. 


The award was presented to Sis- » 


ter Bertrand for her work as chair- 
man of the Idaho Hospital Asso- 
ciation Legislative Committee and 
for her work in the public health 
field. 
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New Hospital Group Officers 


California Hospital Association: presi- 
dent, Richard Highsmith, adminis- 
trator, Samuel Merritt Hospital, 
Oakland; president-elect, Howard 
B. Hatfield, administrator, Long 
Beach Community Hospital, Long 
Beach; treasurer, George A. Col- 
lins, administrator, Alameda Hos- 
pital, Alameda. 

Colorado Hospital Association: presi- 
dent, Roy Prangley, administrator, 
St. Luke’s Hospital, Denver; presi- 
dent-elect, Harry Clark, director, 
Southwest Memorial Hospital, 
Cortez; vice president, Msgr. John 
R. Mulroy, diocesan _ director, 
Catholic hospitals, Denver; treas- 
urer, Walter Dubach, Children’s 
Hospital, Denver. 

Indiana Hospital Association: presi- 
dent, Olive M. Murphy, adminis- 
trator, Bartholomew County Hos- 


pital, Columbus; president-elect, 
Emery K. Zimmerman, adminis- 
trator, Elkhart General Hospital, 
Elkhart; vice president, Albert L. 
Boulenger, administrator, Good 
Samaritan Hospital, Vincennes; 
treasurer, Robert W. Carithers, 
assistant administrator, Methodist 
Hospital, Indianapolis. 
Northeastern (Ind.) Hospital Council: 
president, Clark Matson, Irene 
Byron Hospital, Fort Wayne; vice 
president, Lucille Morris, Park- 
view Hospital, Fort Wayne; treas- 
urer, Carl Smyth, Huntington 
County Hospital, Huntington; Dor- 
othy Ellett, R.N., Wells County 
Hospital, Bluffton. 


Southeastern Louisiana Council: pres- 
ident, Charles F. Kasischke, ad- 
ministrator, Southeast Louisiana 
Hospital, Mandeville; vice presi- 
dent, Francis Ellis, administrative 


KENTUCKY 


WILLIAM S. MURPHY 
Administrator 
Good Samaritan Hospital 


1957 State Association Presidents 


MISSOURI 


MAINE 


LAWRENCE M. MacDOUGALL 
Administrative Assistant 
Eastern Maine General Hospital 


HARRY E. PANHORST 
Associate Director 
Barnes Hospital 


Lexington Bangor St. Louis 

(307 beds) (297 beds) (949 beds) 

PENNSYLVANIA WASHINGTON WYOMING 


JAMES C. KIRK 
Administrator 
Pottsville Hospital 
Pottsville 
(265 beds) 


SISTER AGNES, S.H. 
Administrator 
Providence Hospital 
Seattle 
(355 beds) 


¥ 


JAMES G. CARR JR. 
Administrator 
Memorial Hospital 
of Natrona County 
(210 beds) 
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officer, Public Health Service Hos- 
pital, Carville; secretary-treasur- 
er, Richard Malone, assistant ad- 
ministrator, Baton Rouge General 
Hospital, Baton Rouge. 

Hospital Council of Greater New York: 
president, Thomas J. Ross, advis- 
ory board member, St. Vincent’s 
Hospital and New York Foundling 
Hospital, New York City; vice 
president, Carroll J. Dickson, vice 
president, Long Island College 
Hospital, Brooklyn; vice presi- 
dent, Alvin C. Eurich, vice presi- 
dent, Fund for the Advancement 
of Education; vice president, Dr. 
Martin R. Steinberg, director, Mt. 
Sinai Hospital, New York City; 
treasurer, Cloyd Laporte, lawyer. 

Oregon Hospital Association: presi- 
dent, Paul R. Hanson, administra- 
tor, Emanuel Hospital, Portland; 
president-elect, Fred L. Morris, 
administrator, Cottage Grove Hos- 
pital, Cottage Grove; vice presi- 
dent, Marjorie Sexton, R.N., su- 
perintendent, Albany Hospital, 
Albany; secretary-treasurer, Ben 
Hecht, business manager, St. Vin- 
cent’s Hospital, Portland. 

Hospital Association of Rhode Island: 
president, Dr. I. Herbert Scheffer, 
executive director, Miriam Hos- 
pital, Providence; vice president, 
Rev. Stephen K. Callahan, bishop’s 
secretary for ‘hospitals in the 
Catholic Diocese of Providence; 
treasurer, Nicholas E. Janson, 
business manager, State Hospital 
for Mental Diseases, Howard. 

Utah State Hospital Association: presi- 
dent, Anna G. Williams, R.N., di- 
rector, Shriners’ Hospital for 
Crippled Children, Salt Lake City; 
president-elect, Olive V. Wardrop, 
administrator, St. Mark’s Hospital, 
Salt Lake City; treasurer, Sister 
Louis Marie, St. Benedict’s Hospi- 
tal, Ogden. 

Vermont Hospital Association: presi- 
dent, Lester Richwagen, adminis- 
trator, Mary Fletcher Hospital, 
Burlington; president-elect, Ralph 
R. Betts, administrator, Kerbs 
Memorial Hospital, St. Albans; 
secretary, Alex Nemeth, control- 
ler, Rutland Hospital, Rutland; 
treasurer, Frederick H. Hale, con- 
troller, Mary Fletcher Hospital, 
Burlington. 

Southeastern Washington — Hospital 
Conference: president, Phillip R. 
Roth, administrator, Tri-State Me- 
morial Hospital, Clarkston; vice 
president, David H. Gleason, ad- 
ministrator, Kennewick General 
Hospital, Kennewick; secretary- 
treasurer, Sister Claudia, assistant 
administrator, St. Ignatius Hospi- 
tal, Colfax. 

Wyoming Hospital Association: presi- 
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gives instant contact with hospital staff 


At last, the medical profession has a really 
personal, portable pager... Motorola’s new 
Handie-Talkie® Radio Paging System. Atthe 

touch of a selector button, it will single 
Out a particular doctor, administrator, or 
nurse, anywhere in the hospital . . . and 
deliver any message to him, and him alone. 


An alerting buzz sounds in the tiny 
10-ounce RADIO PAGER which that 
person carries, while all other receivers 

remain silent. The voice message follows 
... heard only by the person paged. There 
are no bells, lights or annoying personai 
address calls . . . this time-saving Motorola 
personal pager that slips in the pocket, 
instrument bag, or clips to.the belt does it all. 


Where an existing paging system cannot 
be completely replaced, Radio Paging 
offers a nominal cost supplement for use 
by key roving personnel during the day or 
night. Motorola provides installation and 
guaranteed maintenance. 


With convenient Pocket Pager, emer- 
gency or routine messages are trans- 
mitted instantly, positively. 


Operator pushes proper button on se- 


lector box, desired pager buzzes, personal 
voice message follows. 


MOTOROLA 


radio paging systems 


MOTOROLA COMMUNICATIONS & ELECTRONICS, INC. 
SEND A SUBSIDIARY OF MOTOROLA, INC. 
COUPON 4503 AUGUSTA BOULEVARD ¢ CHICAGO 51, ILLINOIS 
TODAY 
for illustrated NAME TITLE = 
folder containing 
full information on HOSPITAL 
the Motorola Radio : 
Paging System and ADDRESS 
applications. 
ZONE__ STATE 
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dent, Sister Alice Marie, adminis- 


trator, DePaul Hospital, Cheyenne; 


president-elect, Harry G. Dunham, 
administrator, Memorial Hospital 
of Carbon County, Rawling; secre- 
tary, Robert D. Manville, assistant 
administrator, Memorial Hospital 
of Natrona County, Casper; treas- 
urer, Don C. Jamieson, superin- 
tendent, Washakie Memorial Hos- 
pital, Worland. 


Hospital Accountant Group 
Admits 19 to Fellowship 
Nineteen of 47 candidates for 


fellowships in the American As- 
sociation of Hospital Accountants 


have successfully completed a writ- 


ten examination admitting them 
to this status with AAHC. 

The examination was given at 
11 universities and colleges in this 
country and Canada on July 20. 

Those who have qualified and 
passed the test are: . 

William E. Culbertson, business 
manager and assistant administra- 
tor, Wood County Hospital, Bowl- 
ing Green, Ohio. 

Benjamin L. Fatheree, assistant 
director, Campbell Clinic and Hos- 
pital, Memphis, Tenn. 


cost or covered charges for prepayment 
purposes. | 


Blue Cross Commission Chair- 
man Robert T. Evans reported that 
the Blue Cross Commission at its 
Sept. 28, 1957 meeting concurred 
in the above action. 


ALCOHOLISM 
VOTED: To adopt the American Hos- 


pital Association Statement on Admis- 
sion of Alcoholic Patients to the Gen- 
eral Hospital. 


The statement follows: 

Alcoholism is a serious health 
problem. It falls within the scope 
of medical practice and it is often 
a medical emergency. 

The alcoholic should not be 
denied the advantage of a thorough 
study of the cause or causes of his 
condition and should not be denied 
the advantage of the best possible 
management of his case. 

In 1944, a special committee of 
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Patrick I. Fenlon, comptroller, 
Hurley Hospital, Flint, Mich. 

Harold Hinderer, director, 
Financial Management Services, 
Catholic Hospital Association. 

Kathryn E. Holland, chief ac- 
counting officer, Hospital of the 
Good Samaritan, Los Angeles. 

Joseph A. Levi, controller, Long 
Island Jewish Hospital, New Hyde 
Park, N.Y. 

Hilmar M. Lohmann, assistant 
administrator, Lutheran Hospital, 
St. Louis. 

Herbert E. Long, assistant busi- 
ness manager, McLaren General 
Hospital, Flint, Mich. 

Clifford C. Losberg Jr., business 
manager and assistant controller, 
Ochsner Foundation Hospital, New 
Orleans. 

Iry E. Lowrey Jr., office man- 
ager, Methodist Hospital, Mem- 
phis, Tenn. | 

Alice W. Sandstrom, business 
manager, Children’s Orthopedic 
Hospital, Seattle, Wash. 

Robert M. Shelton, administra- 
tor, Orthopaedic Hospital, Trenton, 
N.J. 

Stanley W. Shepard, controller 
and assistant to director, New 


ASSOCIATION 


Britain (Conn.) General Hospital. 

Sister Mary Charles, business 
manager, St. Mary’s Hospital, Troy, 

Sister Joan Francis, chief ac- 
countant, St. Joseph’s Hospital, El- 
mira, N.Y. 

Sister Constance Marie Knoll, 
S.S.J., comptroller, St. Vincent’s 
Hospital, Erie, Pa. 

Sister Loretta Marie, business 
manager and chief accountant, 
Sacred Heart Hospital, Spokane, 
Wash. 

Sister Ruth Marion, assistant 
controller, St. Vincent’s Hospital, 
New York City. 

Sister M. Michaeleen, C.S.C., 
controller, St. Joseph’s Hospital, 
South Bend, Ind. 


Plan Seeks Rate Increase 


- Hospital Service Association of 
Pittsburgh, the Blue Cross Plan 
there, is seeking rate increases 
averaging 21 per cent on some of 
its contracts, the Hospital Council 
of Western Pennsylvania recently 
reported. Hospital reimbursement, 
benefits, and “standard”? premiums 
are unaffected, the council stated. 


SECTION 


(Continued from page 58) 


the American Hospital Associa- 
tion* recommended that “the 
primary point of attack (on alco- 
holism) should be. through the 
general hospital. Because of the 
completeness of its facilities and 
of its accessibility, it is the logical 
place to which an alcoholic or his 
family would turn.” 

There are still many hospitals 
that deny admission to all alcoholic 
patients despite the availability of 
improved methods of treatment 
and demonstration by experience 
that only a minority of patients 
with acute alcoholism are unco- 
operative. 

Such a policy denies to the alco- 
holic patient benefits which would 
be available to him were his acute 
poisoning from another source, 
such as food, etc. It also denies to 
hospital attending and house staffs 

*Institutional Facilities for the Treat- 


ment of Alcoholism, by E.H.L. Corwin, and 
Elizabeth V. Cunningham, C. 1944. © 


opportunities for education in the 
management of the alcoholic pa- 
tient. 

The American Ho$pitai’ Associa- 
tion urges general hospitals to de- 
velop a program for the care of 
alcoholics and, having done so, to 
base the decision as to admission 
or nonadmission ofthe patient 
with a diagnosis of alcoholism up- 
on the condition and needs of the 
individual patient. 

This progressive step wculd keep 
pace with increased recognition of 
1) the general hospital as the com- 
munity health center, and 2) alco- 
holism as a medical problem re- 
quiring broad-scale attack if it is 
to be solved. 


INVESTIGATIONAL DRUGS 
IN HOSPITALS 


VOTED: To adopt the Statement of 
Principles Involved in the Use of In- 
vestigational Drugs in Hospitals and 
to recommend that all hospitals for- 
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how does your dollar divide? 


Often the promise of more and bet- 
ter patient care lies in the savings 
to be made on non-patient services. 


Today, how much of your precious 
budget dollar is needlessly being 
spent on a multitude of clerical serv- 
ices that could be handled automati- 
cally, economically — with IBM 
punched cards? 


_ From patient billing to payroll, from 
medical records to materials control 


DECEMBER |, 1957, VOL. 3! 


Patient care... 
or paperwork... 


... moving swiftly from task to task, 
flexible IBM equipment serves every 
one of your 15 basic accounting and 
record-keeping services. 


As a result, you cut the price tag 
markedly on clerical and business 
services . .. you develop less costly 
procedures . . increase accounting 
efficiency .. . make your administra- 
tion problems fewer and simpler. 


Learn how a basic IBM installation 


can help you apply more of your 
budget dollar to vital patient serv- 
ices. Just call your local IBM repre- 
sentative or write to: HOSPITAL 
DEPARTMENT A357, International 
Business Machines Corporation, 590 
Madison Avenue, New York 22, N. Y. 


DATA 
PROCESSING 


DATA PROCESSING + ELECTRIC TYPEWRITERS 
TIME EQUIPMENT * MILITARY PRODUCTS 


107 


% 

EY 
FOOD NE 


mulate procedures for proper control 
of use of investigational drugs. 


In discussion of the foregoing 
vote it was urged that the Council 
on Professional Practice study the 
problem of physicians reporting 
their findings regarding the use of 
investigational drugs. 

Following is the Statement of 
Principles: 

Hospitals are the primary centers 
for clinical investigations on new 
drugs. By definition these are 
drugs which have not yet been 
released by the Federal Food and 
Drug Administration for general 
use. 

Since investigational drugs have 
not H€en certified as being for gen- 
eral use and have not been cleared 
for sale in interstate commerce by 
the federal Food and Drug Ad- 
ministration, hospitals and their 
medical staffs have an obligation 
to their patients to see that proper 
procedures for their use are estab- 
lished. 

Procedures for the control of 
investigational drugs should be 


based upon the following prin- | 


ciples: 


1. Investigational drugs should 


be used only under the direct 
supervision of the principal 
investigator who should be a 
member of the medical staff 
and who should assume the 
burden of securing the nec- 
essary consent. 

2. The hospital should do all in 
its power to foster research 
consistent with adequate safe- 
guard for the patient. 

3. When nurses are called upon 
to administer investigational 
drugs, they should have avail- 
able to them basic informa- 
tion concerning such drugs— 
including dosage forms, 
strengths available, actions 
and uses, side effects, and 
symptoms of toxicity, etc. 

4. The hospital should establish, 
preferably through the phar- 
macy and therapeutics com- 
mittee, a central unit where 
essential information on. in- 
vestigational drugs. is main- 
tained and whence it may be 
made available to authorized 
personnel. 

5.” The | is 
the e area-far the 
storage of investigational 
drugs, as it is for all other 
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drugs. This will also provide 
for the proper labeling and 
dispensing in accord with the 
investigator’s written orders. 


MINIMUM STANDARDS FOR 
PRESERVATION OF TISSUE 
SPECIMENS AND PATHOLOGY 
RECORDS 


VOTED: To approve and to publish 


in HOSPITALS the joint statement 
prepared by the Joint‘ Committee with 
College of American Pathologists in 
regard to Minimum Standards for Pre- 
servation of Tissue Specimens and 
Pathology Records. 


The statement follows: 

Regulations governing preserva- 
tion of pathology tissues and re- 
ports are very difficult to draw up 
because of differences in the stat- 
ute of:limitations in the various 
states of the union. Also many 
hospitals and laboratories. are 
faced with storage problems, and 
for that reason any regulations or 


- recommendations which are drawn 


up should be minimal and not 
maximal recommendations. 

1. Autopsy and Surgical Tissues 
—It is not necessary to preserve 
the entire gross specimen. Repre- 
sentative portions of the gross 
specimen, particularly those in- 
cluding the important pathologic 
lesion for which the specimen was 
removed, should be preserved. If 


only representative portions are | 


saved, it would simplify the stor- 
age problem. It is recommended 
that these tissues be stored for a 
minimum of one year or a mini- 
mum of the legal statute of limita- 
tions in those states in which legal 
precedents indicate the need for 
so doing. It should be remembered 
that, in regard to minor children, 
the statute of limitations may not 
apply until that child becomes of 
age. 

2. Paraffin Blocks—The same 
regulations as have been outlined 
for gross tissues should apply to 
paraffin blocks, except in those 
localities where the summer heat 
is so excessive that storage of solid 
paraffin blocks becomes a major 
problem, In these latter instances, 
new blocks can always be prepared 
if the gross tissue has been’ saved, 
so this regulation regarding paraf- 
fin blocks. would not apply. After 
one year the selection of blocks to 
be retained should be at the discre- 
tion of the pathologist within the 
framework of hospital policy. 


3. Microscopic Slides—Represen- 
tative microscopic slides of the 
lesion found in each case should 
also be preserved and filed for a 
period of time sufficient to justify 
the statute of limitations in the 
individual state in question. It is 
recommended, however, wherever 
feasible, and particularly for teach- 
ing institutions, that all micro- 
scopic slides be permanently filed 
for a period of at least 20 years. 
This figure of 20 years is chosen 
as a random figure because there 
is some tendency on the part of the 
stains in microscopic slides to fade 
out during a period of years. De- 
pending, however, on the quality 
of the original stain and the pre- 
serving of these slides and filing 
of these slides in a dark filing 
cabinet, the actual loss of color 
may not be very great even over 
a much more extended period of 
time. Some. well-stained micro- 
scopic preparations which were 
made as early as 1880 are still in 
fine condition at the present time. 
For teaching institutions and hos- 
pitals where reSearch activities are 
carried on, it would be the recom- 
mendation of this committee that, 
if it is feasible for the individual 
institution, the slides be kept per- 
manently until such time as the 
fading is so great that the slides 
no longer have any real value. 

4. Copies of Pathology Reports 
—Either a copy of the pathology 
tissue report or a photostatic copy 
of the report which is included in 
the patient’s record should be kept 
for the period of time in which 
the balance of these patients’ rec-- 
ords is retained in the given in- 
stitution. A basic minimum for the 
retention of this report within the 
laboratory should be 25 years. If 


‘it is hospital policy to file patients’ 


records only for a period of time 
covered by the statute of limita- 
tions in the given state, this may be 
substituted for the 25-year rule in 
nonteaching institutions. The origi- 
nal or a signed copy of the report 
should be placed in the patient’s 
medical record. 


DIET MANUAL 


VOTED: To authorize preparation and © 
publication of a diet manual, primarily 
for small hospitals, for use with the 
Cycle Menu; further, 

To distribute single copies of the 
Cycle Menu Diet Manual to member 
hospitals on request without charge, 
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BERBECKER 


SURGEONS’ NEEDLES 


Correct in the 
details that 


make perfection 


In a surgeon's needle the eyes 
must be streamlined, yet open 
enough to thread easi'y, and 
’ sturdy enough to stand suturing 
strain. The points must be cor- 
rectly shaped and smoothly fin- 
ished. And, of course, the entire 
needle must be precisicn tem- 
pered against bending or break- 
ing. 


Berbecker Needles have these 
qualities because they are made 
in England by specialists whose 
needle making skill has descend- 
ed from generations. Because of 
this, Berbecker Needles are used 
in hospitals in every state. In 
many hospitals they are the only 
needles used. Available at sur- 
gical dealers. 


BENJAMIN 
EYE 


TRIANGULAR 
POINT 


SQUARE 
EVE 


TROCAR 
POINT 


SPRING 
EYE 


JULIUS BERBECKER & SONS, INC. 
? 15L E. 26th St., New York 10, N.Y. 
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Good rule for hospitals: 
fine products... fine casters 


Add two more fine products to the already long and still growing 
list of hospital equipment on, Bassick Casters. | 

Above on big rubber tired Series “69” Bassick casters is the 
Invalid Walker made by the Invalid Walker and Wheel Chair 
Company of Long Beach, California. Below Hard Manufacturing 
Company’s No. 1415 Bed with the famous GG adjustable spring 
rides on Bassick special hospital bed casters. 

Bassick casters roll smoothly, swivel easily, protect floors and 
stand up to long hard service. Look for them as your assurance of 
quality on all kinds of hospital equipment you buy. 

There’s a Bassick caster for every kind of hospital moving job. 
You'll find it in catalog HPF-57; check with your distributor or 
write to: THE BASSICK COMPANY, Bridgeport 5, Connecticut. 
In Canada: Belleville, Ontario. 7. $2 


SYMBOL OF EXCELLENCE 


MAKING MORE KINDS OF CASTERS 
MAKING CASTERS DO MORE 
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ROUND ak | 
HOSPITAL 
PARENTERAL 
PLASTIC AIR FILTER SETS 
RELIABLY STERILE | 
the CONTINENTAL GP) PHARMACAL co. Bassick a 
CLEVELAND It, OHIO 
| 


HUDSON | 
PLASTIC OXYGEN 
| 


HUDSON 
MODEL NO. 30 
PLASTIC NASAL 
CANNULA 
A NEW CONCEPT FOR 
COMFORTABLE OXYGEN THERAPY 


HUDSON OFFERS THE MOST 

COMPLETE LINE OF PLASTIC 

OXYGEN MASKS AND NASAL 

CANNULAE EVER MADE 

PLASTIC MASKS FOR ALL TECHNIQUES 

e Disposable or long lasting 

e Priced to permit individual use 

e Two sizes for medium concentration 
without breathing bag 

e Two sizes for high concentration with 
breathing bag 

e Scientifically designed for free and 
easy breathing 

e Anatomically molded to assure per- 


fect fit 
e Light in weight (less than one ounce) 


e Soft and flexible for extreme comfort 

e Individually packaged in clean plastic 
bags 

e Supplied with self retaining elastic 
head straps 


New Model #10 without breathing bag allows 
extreme comfort for the long term user. 


Send for Catalog No. 17 showing the 
complete line of Hudson Oxygen 
Therapy Equipment 


HUDSON 
OXYGEN THERAPY SALES co. 
2801 HYPERION AVENUE | 
LOS ANGELES, 27, CALIFORNIA 
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making additional copies available at 
an appropriate charge. 


COUNCIL ON PLANNING, FINANCING, 
AND PREPAYMENT 


VOTED: To discontinue the Council 
on Hospital Planning and Plant Opera- 
tion; to discontinue the Council on Pre- 
payment Plans and Hospital Reim- 
bursement; and to create a new Council 
on Planning, Financing and Prepay- 
ment which shall have as its functions: 
community planning for hospital and 
related services, including construction 
and design; financing construction, 
renovation, education, and research; 
and prepayment and reimbursement 
for hospital services from all sources. 


COUNCIL ON RESEARCH 
AND EDUCATION 


VOTED: To establish a Council on 
Research ard Education, which shall 
guide and help to program the Associa- 
tion’s educational and applied research 
activities, 


ASSOCIATION FUND RAISING 


VOTED: Not to inaugurate an organ- 
ized national campaign to raise funds 
for the Association at this time; fur- 
ther, 

To continue to develop special proj- 
ects as the need becomes apparent and 
to seek financing for such activities 
through contributions from philan- 
thropic and other sources; and further. 

To refer to the appropriate council 
all the information developed from the 
report of John Price Jones Company. 


ASSOCIATION INSIGNE 


VOTED: To approve a change in the 
insigne of the American Hospital Asso- 
ciation in accordance with the action 
taken by the Association in 1927 adopt- 
ing the official design of the seal. When 


used by the Association, the insigne 


shall be encircled with the legend, 
**‘American Hospital Association. 


Founded 1898.” 


Hospital association meetings 
(Continued from page 6) 


Tennessee Hospital Association—March 
13-15; Chattanooga (Hotel Patton) 
Texas Hospital Association—May 5-8; 

Dallas (Statler-Hilton Hotel) 
Wisconsin Hospital Association—March 
13; Milwaukee (Hotel Schroeder) 
Puerto Rico Hospital Association—Janu- 
ary 11; San Juan (Puerto Ric edi- 

cal. Association Building) 


AHA INSTITUTES 
(THROUGH MAY 1958) 


“Staffing’’ Department of Nursing In- 
stitute —— December 9-12; New York 
City (Sheraton-McAlpin Hotel) 


Planning a Personnel Development Pro- 
gram — December 9-13; © Chicago 
(Edgewater Beach Hotel) - 

Directors of Hospital Volunteers—Janu- 
ary 14-16; San Francisco (St. Francis 
Hotel ) 

Dietary Department Ad 
January 20-24; Dallas, Tex. 
phus Hotel) 

Institute for Nurse Anesthetists—Janu- 
ary 20-24; Omaha, Nebr. (Sheraton- 
Fontenelle ‘Hotel ) 

Nursing Supervision—February 
Chicago (Shoreland Hotel) 
Hospital Planning and Organization 
Workshop—February 17-21; Louis- 

ville (Sheraton-Seelbach Hotel) 

Hospital Laundry Management = and 
Operation — March 12-14; Houston 
(Shamrock Hilton Hotel) 

Nursing Service Administration— March 
24-28; Detroit (Fort Shelby Hotel): 


10-13; 


The art of decision making 
(Continued from page 38) 


There is something further that 
the executive can do about his dif- 
ficult role as a decision maker, and 


that is to learn to live with it. This 


does not mean that he should lull 
himself into a false sense of seren- 
ity over the real concerns of his 
job. This warning is expressed in 
a variation of a Kipling poem, 
“If you can keep your head when 
all about you are losing theirs— 
you just don’t know what the situ- 
ation is’! In other words, a man of 
decision \nust recognize the situ- 
ation forawhat it is. But he must 
also learn to take his job in stride, 
to handle it without becoming 
harassed. 

To be termed a “man of de- 
cision’”’ implies more than the 
ability to solve problems. It also 
implies decisiveness in resolving 
questions and the knack of in- 
volving others appropriately in the 
decision making process. It implies, 
further, the ability to think and 
plan ahead—to give direction. It 
implies, in a word, leadership. ® 
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JOHN H. HAYES 


You never produce peace of mind 
in a person by giving him a piece - 


of your mind. 

What makes it so darn difficult 
is that everybody wants inflation 
in the value of his goods or 
services, but objects to the in- 
flated costs of what he has to buy 
from others. 

2: 


I am always pleasantly aston- 


ished when I find a snappy, ef- 
ficient elevator service in a hos- 
pital. 
Adolescence: 
the time when you learn how little 


The years before - 


you knew when you thought you 


knew so much. 


Administrative Intern: A man 
or woman who is studying how 


to worry. 


Your patients will like it if on 
Christmas morning you put on 
their breakfast trays a_ special 
greeting card from the hospital 


personnel. Ask your _ nursing 
groups and your printer for ideas. 


We in hospitals seem to be the 
only people who are expected to 
explain why our charges are so 
high these days. Why? 

& @ 

Everyone feels sorry for a little 
boy whois sick; and hopes that he 
will soon get well and be a nui- 
sance again. | 

UNCLE BUDGE SEZ: 

“Some of these fellers who are 
taking tranquillizers ought to be 
given benzedrine. 

“There are two kinds of social 
workers: Those who help people 


and those who teach people how 
they can help themselves. I kinda 
like the second kind. 

“Lots of folks: find that the 
hardest part of working is in get- 
ting there and getting back home 
again at night.” 

Some so-called meetings often 

turn out to be collisions. 
HOSPITAL PHONE-ETICS: 

“Hello. I want to talk to The 
Superintendent.”’ 

“We do not have a Superintend- 
ent.” 

“Then who is the boss?” 

“We have an Administrator.” 

‘‘Administrator? What’s the 
matter; is the hospital in bank- 
ruptcy?” 

“Not quite. What do you want 
to talk to him about?” 


“Never mind. I guess he has 
enough troubles.” 


No intelligent human being can 
be said to be exploited if he is 
happy in his work and is paid what 
he asks. 


CHRONIC ILLNESS 
IN A LARGE CITY 


Volume IV in an important series on 
Chronic Illness in the United States from 
the Commission on Chronic Illness. 


HIS volume reports an exhaustive study made in Ballti- 

more of a representative sample of a noninstitutional 
urban population group to determine the prevalence of chronic 
disease and the care needed. Nearly 1600 chronic conditions 
per 1000 persons were diagnosed in the intensive physical 
examination conducted as a check on the data obtained from 
household interviews and multiple’ screening tests. The data 
obtained suggest wide deviations from the results of earlier 


surveys. 


already published: 


VOLUME |! 


Prevention of Chronic Illness $6.00 


VOLUME II 


Care of the Long-Term Patient $8.50 
to be published: 


VOLUME Ill 


Chronic Illness in a Rural Area 


COMMONWEALTH FUND BOOKS 
Through your bookseller, or from 
HARVARD UNIVERSITY PRESS 


79 Garden Street, Cambridge 38, Massachusetts 


for better Receiving, 
Emergency and 


Recovery Care... 


HAUSTED 


| WHEEL STRETCHERS 


$8.00 


SHOULDER 
STOPS IN 
STORAGE 


00) 


The large selection of useful accessories makes 
Hausted Wheel Stretchers the ultimate in im- 
proved patient care. Regardless of your budget, 
there are Hausted Stretchers to meet your needs. 


For detailed information, write 


THE HAUSTED MANUFACTURING co. 


Tomorrow's Equipment—T oday 
MEDINA, OHIO 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4 — For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7 Miscellaneous. 


Transient Rate: Thirty cents a 


word; minimum charge $4.50 per in- 
sertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 


changé of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


FOOD SERVICE MANAGER. Top level 
executive position. To direct entire food 
service department of important medi- 
cal center hospital in large mid-west city. 
Excellent opportunity. Salary open for 
well qualified man. Send full particulars 
including photograph to the Executive 
Director, Michael Reese Hospital, Chicago 
16, Illinois. 


DIRECTOR-NURSING SERVICE: 60 bed 
general hospital. Fully accredited. Expan- 
sion program. Liberal salary range and 
employee benefits. Midwest—population 
10,090. Rail and bus connections excellent 
cities. Write HOSPITALS, Box 


ADMINISTRATOR wanted. New 54 bed 
county hospital, Waverly, Ohio.’ Write 
David Crouse, c/o Waverly State Bank, 
Waverly, Ohio. 


ASSOCIATE DIRECTOR OF NURSING: 
administrative experience required; 
bed general hospital; J.C.A.H. accredited; 
40 hour week; social security; retirement 
plan; salary open depending on education 
and experience. Apply, Director of Nurs- 
ing, The Grace Hospital, Detroit 1, Michi- 
gan. 


ASSISTANT DIRECTOR OF NURSING 
SERVICE: 500 bed general hospital; 
J.C.A.H. accredited; good personnel poli- 
cies. Apply, Director of Nursing, The 
Grace Hospital, Detroit 1, Michigan. 


MEDICAL PLACEMENT 
15 Peachtree Place, N. W. 
Atlanta 9, Georgia 

We have interesting listings for doctors, 
nurses, (instructors and _ staff nurses) 
administrators, biochemists, laboratory 
technicians, bacteriologists, dietitians, 
nurse anesthetists, physical therapist, 
executive housekeepers. 


For any personnel need, may we suggest 
you write us for record of qualified ap- 
plicants. 


ANESTHETIST-NURSE. For 250 bed gen- 
eral hospital. Excellent working conditions 
and personnel policies. Good starting sal- 
Write: Mr. Bert Stajich, Assistant 
Administrator, Columbia Hospital, 3321 N. 
a Avenue, Milwaukee 11, Wiscon- 
sin. 


LIBRARIAN, MEDICAL RECORD—Regis- 
tered. To assume charge of record room. 
135 bed general hospital. 40 hours—salary 
open, Contact Miss G. A. Cooper, Woman’s 
Hospital. Cleveland, Ohio. 


DIETITIAN: Assistant. 150 bed modern 
general hospital. Ideal climate, excellent 
opportunity, starting salary $4200. Apply 
Administrator, Yakima Valley Memorial 
Hospital, Yakima, Wash. 
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THE MEDICAL BUREAU 


M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago |}, Illinois 


ADMINISTRATORS: (a) Consultant; im- 
portant educ. prog; ee one experienced 
in grad. field; travel. (b) Ass’t med. dir; 
auties include dir. res. prog; 450-bed hosp; 
inter. city outside Continental US; delight- 
fully equable climate. (c) Med. dir; new 
85-bed hosp; active outpatient cl., 500 pa 
tients monthly; Calif; $15,000. (d) Adm. to 
succeed prominent adm. retiring after 
many yrs tenure; univ. city, E. (e) Small 
gen. hosp., fully approved; active staff: 
Fla. (f) Ass’t adm; pref. one with account 
ing bkgrd and exp. which would qualify 
him for adm. advancement; 175-bed gen. 
hosp; med. center, E. (g) Adm. ass’t; univ. 
exp. in large facil. req; 
1 


ANESTHETISTS: (a) Free lance, SW; 
guarantee min. $6000 up. (b) Join priv. 
yo MW coll. town; oppor. earn $8500. 

taff; lge Fla hosp. progressive ocean 
eresort city; $6000. (d) Foreign assignment; 
outstanding American company; air-con- 
ditioned hosp., liv. quarters; employee 
golf, tennis, swimming; $11,000; paid air 
travel. H12-2 


DIETITIANS: (a) Chief; 200-bed hosp., 
sub. Chicago; $6200. (b) Gen. 125-bed 
hosp., beautiful region, New York state; 
$7000. H12-3 


DIRECTORS OF NURSING: (a) Dir. of 
nurses; lge hosp. all grad. staff; strong 
adm. ability; to $12,000, West Coast. (b) 
Dir., nursing ed., serv; 500-bed hosp; 220 
students; $7000, apartment, garage, meals; 
Eastern city, 125,000. (c) Central nursing 
office, leading Amer. indus. org. needs 
top nurse charge all In-patient wards; 
foreign assignment; $10.000. (d) Director, 
nurses, 60-bed hosp., Fla. ocean resort; 
$6000. H12-4 


EXECUTIVE PERSONNEL: (a) Accountant 
and credit manager, both with hosp. exp.; 
350-bed hosp., 30-man group; E. (b) Per- 
sonnel dir; univ. hosp. 950 beds: NW: (c) 
Purchasing dir.; pref. course grad.; 300- 
bed gen. hosp. Calif. (d} Food serv. dir.;: 
cass 550-bed hosp; leading med. center. 


EXECUTIVE HOUSEKEEPERS: (a) Male, 
lge hosp.; five bldgs, leading Eastern city; 
$7500 up. (b) Reorganize dept, 250-bed 
hosp., expansion to 400: MW. H12-6 


FACULTY POSTS: (a) Instructor, Funda- 

mentals of Nursing; new coll. prog; act 

as research consult. planning campus lab., 

equipment, etc. near Mexico. (b) Teacher- 

coordinator; vocational school; new pro- 

ng beautiful Wis. resort city; $7000. 
1 


MEDICAL RECORD LIBRARIANS: (a) 
Chief; must have organizational, exec. 
abil., 1000 bed med. ctr: univ. city, MW. 
(b) Chief; reorg. dept 500 bed renowned 
inst; $7200; W.Coast. H12-8 


SUPERVISORS: (a) Foreign assignment; 
med.; evening: English speaking hosp. 
staff; personnel from 13 countries; inter- 
esting work; paid transp; sal. open. (b) 
O.R., ob., ped; 150-bed gen hosp. leading 
F'a. resort; sal. commen. abil. (c) O.R::; 
550-bed ven hosp.. 10 operating suites, air- 
cond., $6000; leading univ. citv, (d) 
O.R.-central supplv: overseas assignment, 
Amer. co. hosp., $10,000. H12-9 


HOSPITAL PERSONNEL BUREAU 
220 E. Lexington St. Baltimore 2, Md. 
No registration fee. LExington 9-5029 
C. J. Cotter Associates R. J. E. Guild 


NATION-WIDE PLACEMENT SERVICE 


Openings for Physicians, Administrators, 
Anesthetists, Dietitians, Director of Nurs- 
ing, Instructors and all Categories; | 
Lab. and = toy Technicians, Phys. Thera- 
ists, Social orkers, Pharmacists, Exect. 
ousekeepers, Comptrollers and all hospi- 
tal categories. 


> 


Licensed Employment Agent 


WooDWARD 


3rd N.WABASH AVE. 
CHICAGOe 
®ANN WOODWARD 


Telephone RAndolph 6-5682 


vol, gen osp; fully apprvd;. reqs 
wat reorgan med starf, pref MACHA; 
tchg prog; attrac coll town, 150,000; excel 
sal for competent, exp’d dir; E. (b) Ad- 
min for small hosp and Consultant for 
4 others; $15,000 if well-qualified; West 
Coast. (c) 200 bed fully approved hosp; - 
sal open; MW. (d) One w/hosp adm ex- 
er, between 25 and 45 yrs of age; sml 
osp, SE; sal $6,000 but open to_nego- 
tiation. (e) First class Hosp Adm with yrs 
of good exper & successful pract in his 
field: 230 bed hosp—nurses’ trng school; 
SW. (f) Desire to hire admin to be on 
hand for business pursuant to opening of 
new hosp, 75 beds; sal will depend upon 
qualifications; SW. (g) Lay or Medical; 
good admin exper w/academic tchg hosp, 
understands med_schl_ relationship; if 
Lay must have MHA degree; includes 7 
hosp units—total capacity 500: very excel 
facilities; sal open. E. (h) 115 bed hosp: 
$8-10,000: fast growing community, West 
coast. (i) 100 beds. 8 month old hosp; sal 
open; SE. (j) 80 bed hosp; $6,600-$7,800, 
NW. 


ASSISTANT ADMINISTRATORS: (k)_ 35- 
45 yrs old: genl bekgrnd of Adm exper; 
200 bed hosp in midst of -$600,000 bldg pro- 
gram; sal open: E. (1) 2,000 bed hosp; 
req’s degree in HA or 3 vrs exper as HAA; 
nr Los Angeles. (m) Fully apprvd tchg 
hosp 175 beds: $7,000: univ city, New Eng- 
land. (n) 225 bd, genl, vol hosp; tchg prog; 
about $8,000: Irge mid-west city. (0) 
Qual’d to assume adm functions in ab 
sence of director: fairly lge vol genl hosp; 
nr Pittsburg. (p) Asst: short time, then 
assoc director; children’s hosp. 200 beds; 
will succeed pres dir upon retirement; 
univ city; West Mtns. 


ADMINISTRATIVE POSTS: (q) Comp. 
troller, entitled Director of Finance; 400 
bd hosp, fully apprvd; to $9,000: MW. (r) 
Business Manager for one of six mental 
hospitals; $5100 a yr plus full mtce; E 


EXECUTIVE HOUSEKEEPERS: (a) Qual 


up; lovely city; Pac. NW. (b) Req’s exp’d 
admin minded hskpr under 55; supt over 
100, very lge gen facil, extensive bldg 
prog: to $6000; univ med ctr; MW. (c) Vol 
gen hsp 350 bds. unit univ med ctr: resid 


to $5000; city abt 60,000: MW: (e) Supv 
dept hsp, nurses’ res; 100-bd ped hsp; sal 
& 3-rm apart; NYC vicin. (f) Fully apn- 
prv’d vol gen hsp 250 bds: univ city: N. 
Engl. (g) Fairlv new 250-bd gen hsv; full 
chge dept; $4200 coll city 100,000; SE. 


SHAY MEDICAL AGENCY 

Blanche L. Shay, Director 

55 East Washington Street 
Chicago 2, Iil. 


ADMINISTRATORS: (a) West. 210 bed 
hospital in large city. (b) Middle West. 
30 bed hospital. (c) Assistant. East. 200 
bed teaching hospital. 2 or more years exp. 
(d) Middle West. 70 bed hospital—psychi- 
atric and chronically ill. Man or oman. 
$6000 minimum. (e) Southwest. 30 bed 
hospital with lans to enlarge to _ 60. 
$10,000. (f) Middle West. New 65 bed home 
for aged to be constructed. Administrator 
will have full charge of organizing project. 


EXECUTIVE PERSONNEL: (a) Business 
Manager. Southeast. Good accountin 
background. 100 bed hospital. $6000. (b 
Credit Manager. Southeast. 200 bed gen- 
eral hospital. (c) Director of Purchasing. 


HOSPITALS, J.A.H.A. 


OUR 61st YEAR 
3 
loca, lge citv; SE. (d) Full chge dept, incl 
sewing. central linen rms; 359bd gen hsp: . 


SHAY MEDICAL AGENCY continued 


Large hospital near Chicago. Hospital or 
allied exp. To $9000. (d) Administrative 
Assistant. South. 200 bed hospital—air 
conditioned. $5000 minimum. (e) PFerson- 
nel Director. East. 350 bed hospital. Ex- 
cellent opportunity. $6000. — 


NOTE: We can secure for you the posi. 
tion you want in the hospital field 
in the locality you preter. Write 
to us for an application ...a 
osteard will do. ALL NEGOTIA- 

IONS STRICTLY -CONFI- 
DENTIAL. 


POSITIONS OPEN 


CLINICAL INSTRUCTORS needed in the 
following areas: (1) operating room tech- 
nique (2) medical and _ surgical nursing 
(3) pediatric nursing. Day, evening and 
night shifts. Integrated program; affili- 
ated with Drake University; 200 students 
in school; 400 bed, fully approved, non- 
profit hospital. Minimum qualifications: 
B.S. degree, preferable in nursing educa- 
tion. Salary open. 40-hour work week; 20 
working days vacation; sick benefits. Posi- 
tion open immediately. oe | Director of 
Nursing, Iowa Methodist ospital, Des 
Moines, Iowa. 


DIRECTOR — NURSING SERVICE AND 
EDUCATION: 300 bed. general hospital, 
with 150-student school of nursing, and 
expansion program in progress, needs Di- 
rector of Nursing to be responsible for 
Nursing Service and School of Nursing. 
Applicants should be in excellent health, 
between approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of Midwest’s foremost 
institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 
rector, Milwaukee Hospital, 2200 West 
Kilbourn Avenue, Milwaukee 3, Wisconsin. 


NURSE ANESTHETIST—2. 110 bed: 


J.C.A.H. fully approved Hospital. 1 im- 
mediate -vacancy, 1 vacancy Feb. Ist. 
Anesthesiologist in charge of department. 
Good personnel policies and salaries. Ap- 
ply: Dr. William Colantoni, M.D., Anes- 
thesiologist, Brownsville General Hospital, 
Brownsville, Pa. 


DIRECTOR—NURSING SERVICE. 87 bed 
voluntary short term’ general, located 
18 minutes from Boston; Associated with 
regional nursing school; good staffing, full 
administrative backing; top salary for size 
of hospital; degree or previous experi- 
ence as director preferred but not re. 
quired. Choate Memorial Hospital, Wo- 
burn, Mass. 


POSITIONS WANTED 


ADMINISTRATOR: B.S., Hotel Adminis- 
tration, Cornell, age 37 years. Member, 
A.C.H.A. 9 years hospital experience; in 
resent position over 5 years. Well quali- 
ed all phases; excellent experience in 
modernization, enlargement and planning 
of hospital facilities. Desire change for 
advancement. Locate in Mid or Southwest. 
Apply HOSPITALS. Box I-2. 


ADMINISTRATOR—Retired Army Colonel, 
now administrator of 200 bed, general 
service, proprietary hospital: MHA, age 
49. excellent health. 23 years experience 
Army hospitals. familiar with all phases 
planning, building. organizing, equipping, 
staffing hospitals. Desire challenging posi- 
tion in nonprofit hospital. Address HOS- 
PITALS, Box H-99. 


MEDICAL PLACEMENT 
15 Peachtree Place, N. W. 
Atlanta 9, Georgia 


ADMINISTRATOR, 38, md., college grad. 
major hospital admr. Manager two years 
business office hospital; now assistant ad- 
ministrator. Wants larger opportunity. 
Prefer South. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 

Chicago 11, Illinois 
ADMINISTRATOR: Med.;.3 yrs on fac. 
med. school full time tch’g; 2 yrs, ass’t 
dir., 500-bed gen. hosp; 5 yrs. dir., 700-bed 
hosp. | 
ADMINISTRATOR; MHA; adm. res., tch’g 
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hosp; 6 yrs, assoc. adm; 500-bed univ. 
affil. hosp; Member ACHA. 


COMPTROLLER; B.S. (Major; Account- 
ing); since 1951, comptroller & office mgr, 
2lu-bed hosp. 


CONSULTANT; small hosp, under 100 


beds _pref; construction, equip, manage- 
ment. 


FOOD SERVICE DIRECTOR; 10 yrs, 500- 
bed hosp; 6 yrs, univ. dining facilities. 


PATHOLOGIST: since completing four- 


yr res. at important tch’g hosp. in 1954 


has remained on staff as asst dir., Diplo- 
mate. 


PERSONNEL DIRECTOR; Master's in 
Psychology; in 1952 org. pers. dept, 300J- 
bed hosp; since then has served as di- 


rector. 


RADIOLOGIST; training in rad., tch’g 
hosp; 3 yrs, priv. & hosp. pract; Diplomate. 


OUR 61st YEAR 


cal Arsonnel Bureau 


FORMERLY AZNOES 


3rd flooreias N. WABASH AVE. 
CwHICAGO.e 
ANN WOODWARD Directoy 


Telephone RAndolph_ 6-5682 


ADMINISTRATOR: Four yrs, adm small 
hosp; past 5 yrs, director, 150 bed genl 


hosp; prefers location in SW or W or Calif. 


ADMINISTRATOR: BBA, MBA, (hosp 
adm) pending; year’s hosp res; 1 yr, asst 
aam, svU pd tchg hosp; 1 yr asst supt & 
compt 500 bd genl hosp; 2 yrs, dir 500 
bd city hosp; seeks return to vol hosp 
200 beds up or, clinic mgr, grp, 10 men 
or larger; middle 30's; Nominee ACHA. 


COMPTROLLER: Canadian; 30; college 
grad; 3 yrs exper as accountant & traveling 
auditor; 2 yrs, comptroller large hosp; 
feeis oppor better in U:S. 


EXECUTIVE HOUSEKEEPER: late 40's, 2 
yrs coll trng; nrly 10 yrs hskpg exp, Zz 
gen hsps 15v-200 bds; seeks simular post, 
so, SE pret. 


EXECUTIVE HOUSEKEEPER: mid-50’s; 


3 yrs exp, very lige hsps; cons sales, man- 
agem’t exp; seeks lge hsp posi, any area. 


EXECUTIVE HOUSEKEEPER; 50's; 5 yrs 
hskpg exp, past 3 as exec hskpr, 200-bd 
gen hsp; West Coast; highly recommend’d. 


EXECUTIVE HOUSEKEEPER: 57; coll 
courses in hskpg, personnel; past 1% yrs 
full chge, 200-bd gen hsp; seeks similar 
posi; East only. 


PATHOLOGIST: Diplomate, 
gible, clinical path; excel surg & path res; 
1 yr asst path, 400 bed hosp; seeks directshp 
or asst directshp, vicinity NYCity; lic’d 
NY, Pa, DNB, early 30’s. 


RADIOLOGIST: Grad, Tulane; 6 yrs, rad, 
Irge hosps; 1 yr rad smlir grp; excel prof 
ual: highest integrity; cooperative; seeks 
directorship, assistantshp, associa- 
tion lge grp: Diplomate (pending). 


Effective 


but low-cost 


Communications 


Classified advertising is the lowest- 


‘cost method of advertising. 


It can 


serve your hospital effectively when 
you are recruiting employees or when 
you have used equipment to sell. 


Here is the audience for your adver- 
tisement . . . HOSPITALS’ subscribers 
include more than 9,000 hospitals 
and administrators, 1,800 department 
heads, 700 governing board members 
in addition to approximately 4,500 


others. 


The classified advertising rate is 30 
cents per word with a minimum of 
$4.50 per insertion. Deadline: 30 days 
before publication date of the issue. 


HOSPITALS 


Journal of the American Hospital Association 


18 East Division Street, Chicago 10, Illinois 
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Adams & Westlake Company, The .............. 8] 


American Home Foods 3 
G. Washington’s Division, Institution Products..... 95 


American Laundry Machinery Company ........ 20, 21 
Armstrong Company, Inc., Gordon The ........... 73 
Bristol Laboratories, Inc.. . Facing Page 18; 64, 65, 70, 71 
14 
Central waver @ Bag Co. 77 
142, 113 
Colgate-Palmolive Company ............ 85 
Continental Pharmacal Company, The ............ 109 
Cook Machinery Company, Inc. ........... 28 
Doyle Hospital Products Company ....Facing Page 26 
74 
23, Facing Page 82 
Goodrich Industrial Products Co., B. F. ....... 
Hard Manufacturing Company ................. 16 
Hausted Manufacturing Company ............... 11] 


Hudson Oxygen Therapy Sales Co. ............. 110 
International Business Machines Corporation .. 107 
Jewett Refrigerator Company, Inc. .............. 6 
eee Facing Page 66 
Koenigkramer Company, F. & F. ....... 67 
61 
Lehn & Fink Products Corporation ....... 18 
Linde Company 

MacGregor Instrument Company ...........:... 30 
Magic Door Division, The Stanley Works ......... 79 
meee Gempany 29 
Motorola Communications & Electronics, Inc. ...... 105 
Pfizer Laboratories | 

33. 
Roche Laboratories 

Division of Hoffman-LaRoche, Inc. ............ 34 
27 
Union Carbide Corp. 3 

Warner-Chilcott Labs. 

Div. of Warner-Lambert Pharmaceutical Co. ..... 10] 
14 


PICTURE CREDITS 


pp. 48-50 Robert McCullough 

p. 60 Robert McCullough 

p. 66 D. Sargent Bell 

p. 86 TOP and RIGHT: United Fresh Fruit and Vegetable Association 
LEFT: H. J. Heinz Co. 


p. 88 LEFT: Campbell Soup Company 
RIGHT and BOTTOM: United Fresh Fruit and Vegetable Association 


p. 89 H. J. Heinz Co. 
p. 90 LEFT and CENTER: Nationol Biscuit Company 
RIGHT: Anton Kamp 
p. 92 TOP: National Biscuit Company 
LEFT: Theodore R. Sills & Co., and Wesson Oil & Snowdrift Sales Co. 
RIGHT: United Fresh Fruit and Vegetable Association 
p. 93 TOP: Sunkist Growers 
BOTTOM: Theodore R. Sills & Co., and Wesson Oil & Snowdrift Sales Co. 


p. 96 TOP: Tom W. Collins Studio 
CENTER LEFT: Donald Fitch 
CENTER RIGHT and BOTTOM: U. of O. Medical 
School Photographic Department 


Classified advertising keeps many businesses 
in operation. It’s the lowest cost method of 
advertising available. It can serve your hos- 
pital too. 


Here is the audience for your advertisement 

. HOSPITALS subscribers include more 
than 9,000 hospitals and administrators, 
1,800 department heads, 700 governing board 
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members and 1,200 public health organiza- 
tions, physicians and nurses in addition to 
approximately 4,500 others. 


Need help? Want to change positions? 
Have old equipment for sale? Offering a 
course of instruction? Then it will pay you 
to use the classifieds. 


HOSPITALS, J.A.H.A. 


Now available 


BUFFERIN. 1000's 


in a package 
especially designed for the 
modern hospital pharmacy 


BUFFERIN—the better-tolerated @ SAVES SHELF SPACE 


antacid analgesic—is especially 
valuable for the treatment of 
arthritis and other conditions which 
require high-dosage, long-term 
salicylate therapy. BUFFERIN 
contains no sodium, thus is suitable 
for patients on salt-free diets. 


@ SAVES TIME IN 
DISPENSING. 


1000 TABLETS | 
FOR HOSPITAL USE 


ECONOMICAL 


IN AMBER 
SPACE-SAVER 
pharmacology and clinical use ANTACID ANALGESIC ¢ BOTTLES | 
of BUFFERIN are available ° 
Py Each BUFFERIN tablet combines 
on request. STOL-MYERS NEW YORK, N. 5 grains of aspirin with the 
antacids aluminum glycinate 


IN U.S.A. 
and magnesium carbonate. 


& 


BRISTOL-MYERS COMPANY, 19 WEST 50 STREET, NEW YORK 20, N. Y. 
\ 
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UTENSIL WASHER 
-SANITIZER 


/ 
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ms American Utensil Washer-Sanitizer provides efficient equipment 


to carry out an improved technique in preventing the transfer of 
communicable diseases among patients and hospital personnel. Con- 
venient and automatic, it washes and sanitizes three full sets of 
patients’ utensils in two loads ... at a speed well within the normal 
discharge-and-admission rate. Simple and economical to install and 
operate, the Washer-Sanitizer saves personnel time, reduces utility 
room clutter and assures uniform cleaning and sanitizing at less cost. 


For complete information on this new Ufensil Technique, 
write for bulletin SC-321. 3 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 


@ The American Utensil Washer- 

Sanitizer is available with stainless 

steel utility room clean-up counter 

or as the free-standing unit shown 
gbove. 


Offices in 14 Principal Cities 
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